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INTRODUCTION. 


THE present research has been carried out mainly with the 
object of assessing the value of the weight-changes which take 
place during pregnancy. Abnormal increase in weight is in many 
cases the earliest clinical sign of the onset of toxaemia of preg- 
nancy. 

Gassner' in Germany in 1861 was the first to advise the 
routine weighing of pregnant patients. Zangermeister* suggested, 
as early as 1916, weight-taking as a means of detecting an in- 
cipient toxaemia. Of late years the subject has been taken up 
-by American obstetricians. It is well known that tissue-fluid- 
retention in renal impairment, apart from pregnancy, causes in- 
crease in weight. MacLean® has pointed out that the progress 
of nephritis can be ascertained to some extent by the frequent 
weighing of the patient. 
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There is little or no information given in obstetrical textbooks 
as to the increase in weight which takes place in normal 
pregnancy. 

Bingham‘ claims that the regulation of the weight in preg- 
nancy helps to prevent the onset of toxaemia. Reduction in 
weight also means reduction of fat in the pelvic tissues and, 
therefore, causes easier labours. The reduced size of the foetus 
is also a contributory factor in rendering labour less painful. He 
lays great stress upon the value of open-air exercise and attention 
to diet in the prevention of toxaemia. Complications can be 
prevented by attention to any undue or rapid increase of weight. 
Bingham considers that a gain of over 20 pounds during preg- 
nancy is an unfavourable sign and may mean the onset of toxic 
symptoms. He considers that reduction of weight in pregnancy, 
by careful dieting and walking exercise, will obviate the necessity 
for surgical interference in labour, will also avoid haemorrhage 
and shock, and will reduce maternal and foetal mortality. 

Bingham gives a table of the average gain in each month 
from observations made upon his patients. There is little or.no 
gain during the first three months. The gain in the fourth month 
is 4 pounds, in the fifth and sixth months 3 pounds each. In each 
subsequent month there is a gain of 2 pounds, giving a total of 
16 pounds for the duration of pregnancy. 

Harding and van Wyck’ found that the average gain per 
month from the fourth month onwards was 3 to 5 pounds. Rapid 
increase in weight is an indication of oedema before its clinical 
manifestations occur. They point out that the normal increase is 
due to the presence of the foetus together with the physiological 
changes which take place in the uterus and breasts. They advo- 
cate a salt-free diet in the control of tissue-fluid-retention. They 
found that excessive gain in weight preceded oedema, hyper- 
tension and albuminuria. 

Cummins,° who has kept weight records of 1,000 cases since 
1925, found that the average gain in weight per month during 
pregnancy was 3.08 pounds. The total average gain for the last 
four months was 15.44 pounds, but in 4o per cent of cases 
there was a loss of I to 3 pounds in the two weeks preceding 
labour. He found that there was little difference between the 
weight changes of primigravidae and multiparae—a slight gain 
of 0.1 pounds was found in the former. He found that 48 
per cent of the overweight patients showed signs of developing 
toxaemia. 

Cummins’s results agree with those of Siddall and Mack,’ who 
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investigated 663 cases and found that gain in weight diminished 
in older women. There was a greater gain in first pregnancies, 
the average for primigravidae being 16.1 pounds, multiparae 
(one child) 15.7 pounds, and multiparae (two children) 14.3 
pounds. For the whole group of cases 17.8 pounds was the 
average total gain in patients up to 25 years of age; 15.7 pounds 
from 25 to 35 years, and 12.2 pounds above 36 years. These 
authors found a loss of weight in the last 2 weeks of pregnancy 
in a number of their cases. In the examination of 39 cases of 
toxaemia there was an average total gain of 20.9 pounds as com- 
pared with 15.7 pounds for normal cases. Davis* gives the 
average total gain in pregnancy as 21 pounds. Hanley’ found 
that from the fourth month the average gain in primigravidae 
was 22 pounds 6 ounces, and in multiparae 21 pounds 3 ounces. 
Rowe, Gallivan, and Matthews’ found that the average gain 
was I5 to 20 pounds. 

The present investigations were based upon a study of 1,000 
antenatal cases, with the addition of 75 cases of toxaemia; 710 of 
them were also weighed in the post-natal period. The patients 
attended the clinics of the Obstetric Unit of the Royal Free 
Hospital and the Thorpe Coombe Maternity Hospital, Waltham- 
stow. Routine weighing of each patient with urinary and blood- 
pressure examinations was carried out at each visit to the clinic. 

The series is one of unselected cases. Considerable variations 
in weight were found in a large number of cases; this, however, 
was not considered a reason for their exclusion from the investiga- 
tion. The period of pregnancy over which the observations were 
made was that of the last 16 weeks. The scheme is as follows: 


I. Average Periodic Gain in Weight in Normal Pregnancy. 
II. Distribution of Periodic Weight Changes. 


III. Average Period Change in Weight Relative to the Age of 
the Patient. 


IV. Distribution of Total Weights Relative to Parity. 


V. Distribution of Total Weights with Weight of Infants at 
Birth. 


VI. Average Periodic Gain in Weight in Toxaemia. 
VII. Decrease in Weight in the Puerperium. 
VIII. Summary. 
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1. AVERAGE PERIODIC GAIN IN WEIGHT IN NORMAL PREGNANCY. 


The weights shown in this series of cases are lower than those 
found by the majority of other workers, but it is necessary to 
point out that any tendency to excessive gain in weight in these 
patients was checked, so far as possible, by attention to suitable 
diet and exercise. 


The following figures show the average weight increase of 704 
primigravidae and 196 multiparae. 


Average Maximal Increase in Weight occurred from 24th to 28th week. 
Primigravidae 3 pounds 8 ounces 
Multiparae ” 3» 


All cases ss 5% 5 


Average Minimal Increase in Weight occurred from 36th to goth week. 
Primigravidae 2 pounds 2 ounces 
Multiparae 2 6 


All cases ere a 


Average Weekly Increase in Weight from 24th to 38th week. 
Primigravidae 11.8 ounces 
Multiparae TQ S55 
All cases THO. 5s 


Both groups showed an average gain of 6.5 ounces from the 38th to goth 
week, 


Total Average Gain during Last 16 Wecks. 
Primigravidae 11 pounds 2 ounces 
Multiparae iT 45 


All cases re 





WEIGHT-CHANGES DURING AND AFTER PREGNANCY 


WEG AT 


vw 
2 
< 
w 
x 

uv 
z 


* 
1 


AVERAGE PERIODIC GAIN IN WEIGHT FRom 24°" To KO™ WEEK of PREGNANCY 





PRIMIPARAE (Tou) 
MULTIPARAE (2q6) 








le a4 do a 32 33 
DURATION OF PREGNANCY IN WEEKS 


GrRaPH I, 








at different periods of pregnancy. 


0 


Nv 


WV & YW 


te 


ve 


Aw & WwW bh 


on 


704 Cases OF PRIMIGRAVIDAE. 
Duration of Pregnancy. 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


II. DISTRIBUTION OF PERIODIC WEIGHT CHANGES. 
The following figures show the increase and decrease of weight 
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The preceding figures are inserted for the purpose of reference 
and to show the considerable variations in weight changes. It is 
of interest to note the following, showing the amount of gain or 
loss for each interval in which the maximal percentage of cases 
occurred. 





PRIMIGRAVIDAE 


Weeks 


24to 28 28to32 32034 34t0 36 36t037 37to 38 38to 39 639 te 4o 





percent percent percent percent percent percent percent per cent 





Maximal per- 
centage of ; 
3 19.5 30.5 29.9 


cases... 18.3 S12 50.9 44.2 41.1 
Average gain 

(pounds) 3 to 4 3 to 4 o to 2 0 to 2 otol oto! o tol oto 1 
Maximal per- 

centage of 

CASES. 1 f8 1.8 5.7 5-7 10.8 12.7 15.6 18.6 
Average loss 

(pounds) oto! oto! o tol oto! otol oto! otol oto1 

MULTIPARAE 

Maximal per- 

centage cf 

cases... 20.9 18.1 36.8 34.9 48.9 52.5 50.4 41.4 
Average gain 

(pounds) 2 to 3 2to4 oto! oto! oto! o tol oto! oto1 
Maximal per- 

centage of 

cases... 37 4.7 6.7 8.9 33.2 13.9 16.1 20.7 
Average loss 


(pounds) 1 to 2 oto! oto! oto! oto! oto! oto! oto 1 
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III. AVERAGE PERIODIC CHANGE IN WEIGHT RELATIVE TO THE 
AGE OF THE PATIENT. 


TABLE ITI, 
PRIMIGRAVIDAE, 704 CASES. 
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The preceding figures show that during the period of preg- 
nancy, over which the observations were made, the maximal 
average total gain for primigravidae was 13 pounds 4 ounces and 
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occurred in the age group 21 to 25 years. The minimal average 
total gain was 8 pounds, and occurred in women from 36 years 
of age and upwards. The maximal total average gain for all 
multiparae was 14 pounds 8 ounces in patients under 20 years; 
the minimal total average gain was 8 pounds 6 ounces in patients 
36 years of age and over. As the former group (multiparae 
under 20 years) consisted of only two patients the figures cannot 
be taken as representative. 

From our study of the increase of weight according to age 
groups, it is evident that there is a gradual diminution in gain 
of weight after 30 years. The oldest group of patients, namely 
those from 36 years upwards, both primigravidae and multiparae, 
gained slightly under two-thirds of the weight-increase of women 
of 30 years of age and less. 


IV. DISTRIBUTION OF TOTAL WEIGHTS RELATIVE TO PaRITY. 


PRIMIGRAVIDAE, 704 CASES. 


Loss in Weight Fercentage of Patients 








3 pounds 5 ounces 0.8 
Gain in Weight 


oto 4 pounds 
4to 8 
8 to 12 
12 to 16 
16 to 20 
20 to 24 
24 and over 





MULTIPARAE, 296 CASES. 





Toss in Weight Percentage of Patients 





2 pounds 14 ounces 1.0 
Gain in Weight 


oto 4 pounds 
4to 8 ,, 

§ to 12 
12 to 16 

16 to 20 


20 to 2 


24 +4, and over 
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dof 


PERCENTAGE 
Abs 


DISTRIBUTION OF TOTAL WEIGHTS. 


PRIM IPARAE 
MULTI PARAL 











46 lbs €72 Ibs 4 €-Jolbs 
Gain iw Weigut oF Patient 


GRAPH V. 
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ALL CASES, 1,000. 





Loss in Weight Percentage of Patients 





3 pounds 1% ounces 0.9 
Gain in Weight 


oto 4 pounds 8.5 

4to § 160.4 

8 to 12 27.0 

12 to 16 24.0 
16 to 20 13.4 
20 to 24 6.1 
24 +4, and over 3-4 





It is evident that the difference between the average total gain 
of primigravidae and multiparae was very slight. The greater 
average total weight, 11 pounds 7 ounces, was seen in the latter 
group, the gain in the former being 11 pounds 2 ounces, although 
a greater number of primigravidae gained more than 12 pounds. 


V. DISTRIBUTION OF TOTAL WEIGHTS WITH WEIGHT OF INFANTS 


AT BIRTH. 


PRIMIGRAVIDAE, 704 CASES. 





Loss in Weight Percentage of Cases Weight of Infant 





3 pounds 5 ounces 0.8 6 pounds 11 ounces 

Gain in Weight 

oto 4 pounds 
4to § 
$ to 12 
12 to 16 
16 to 20 
20 to 24 
24 


ONO 


“Jj a9 SJ Sy 
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MULTIPARAE, 296 CASES. 





Loss in Weight Percentage of Cases Weight of Infant 





2 pounds 14 ounces 1.0 8 pounds 2 ounces 
Gain in Weight 
oto 4 pounds 
4to 8 
§ to 12 
12 to 16 
16 to 20 
20 to 24 

24 ~+,, and over 


yaw J 8 SJ 





ALL CASES, 1,000 





loss in Weight Percentage of Cases Weight of Infant 


3 pounds 1% ounces : 7 pounds 6% ounces 
Gain in Weight 
oto 4 pounds 
4to 8 
8 to 12 
12 to 16 
16 to 20 
20 to 24 6.1 
24 ~,, and over 3.4 


SF BP AP BT SE. SE eZ 








The preceding figures demonstrate that the weight of the 
infant is not directly dependent upon the increase in weight of 
the mother. Nine patients in this series of 1,000 cases weighed 
less at term than when previously weighed at 24 weeks. The 
smallest infant born of a patient who lost weight during pregnancy 
was 6 pounds, the mother’s weight at that time being 8 stone 
8 pounds; the largest infant weighed 9 pounds 7 ounces, the 
mother 14 stone 3 pounds. It is of interest to note also that four 
of the patients who lost weight were heavy women weighing over 
II stone, and gave birth to infants 7 pounds 5 ounces or more in 
weight. 

In primiparae, there was an apparent correlation between the 
increase in weight of the patient and weight of the infant, the 
latter being of greater weight as the gain in the mother’s weight 
increased ; in the multiparae, 11.1 per cent of women who gained 
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up to 4 pounds gave birth to infants weighing on an average 
7 pounds 8 ounces; 6.1 per cent of women who gained from 20 
to 24 pounds gave birth to infants whose average weight was only 
one pound greater than the former group. 

Six patients in this series whose average weight increase was 
14 pounds gave birth to infants who weighed 10 pounds or more. 
Ten patients whose average weight increase was 13.1 pounds 
gave birth to infants of 5 pounds or less. 

The average weight of male infants was 7 pounds 4 ounces 
for primigravidae and 7 pounds 6 ounces for multiparae; the 
average weight of female infants was 6 pounds 15 ounces for 
primigravidae and 7 pounds 5 ounces for multiparae. 

There does not appear to be any correlation between the age 
of the mother and the weight of the infant. 

Toombs, in his study of 250 cases, found the following: 





Percentage 
Mother gained of cases Infant weighed 


Group I a“ 20 pounds or more 29.5 7 pounds or over 
Group 2 ee 20 pounds or more 12.4 Under 7 pounds 
Group 3 ree Less than 20 pounds 39.2 Over 7 pounds 

Group 4 ae Less than 20 pounds 18.8 Under 7 pounds 








VI. TOXAEMIA. 


Our study confirms the view of other workers that toxaemia 
of pregnancy is associated with a greater gain in weight than non- 
toxic cases. 

This series consists of 59 primigravidae and 16 multiparae; 
the youngest patient was 19 years of age, the eldest 4o, the 
average age for the total number of patients in the group being 
33. Inall cases there were albuminuria, a systolic blood-pressure 
exceeding 140 mm. Hg. and varying degrees of oedema. 

The average maximal increase in weight occurred from the 
twenty-eighth to the thirty-second week, when the average in- 
crease for that period was 4 pounds 7 ounces; in the non-toxic 
cases the maximal increase in weight was found to be from the 
twenty-fourth to the twenty-eighth week and was 3 pounds 5} 
ounces. The average minimal increase in weight in the toxic 
cases was noted during the last four weeks of pregnancy, just as 
in the normal cases, but the increase was 3 pounds 14 ounces, 
whereas in the non-toxic cases it was only 2 pounds 4 ounces. 
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The average weekly increase from the twenty-fourth to the thirty- 
eighth week was I pound I ounce; in the normal cases the gain 
was only 11.9 ounces. During the last two weeks of pregnancy 
an average weekly increase of 17 ounces was found; non-toxic 
cases 6.5 ounces. 

The average total gain was 17 pounds 4 ounces in this series, 
II pounds 4} ounces for all other cases—a difference of 6 pounds. 

It is of great significance that throughout pregnancy the 
average periodic increase was greatest in the toxaemic group of 
patients, although advice as to prevention and treatment was 
given in order to minimise the increase in weight in those patients 
showing an excessive gain. 


AVERAGE PERIODIC GAIN IN WEIGHT, 75 PATIENTS. 
Duration of Pregnancy in Weeks. 


28 to 32 : ae 36 36 to 37 38 38 to 39 39 to 4o Gain 


Ib. oz. . OZ. Ib. oz. ~=Ib. oz. 1b; 0z.. ID. .0z.._ Th.07. 
A 7 . a 663 to r A oO 14 17 4 


Average weight of infants, 6 pounds 15 ounces. 


DISTRIBUTION OF PERIODIC WEIGHT CHANGES, 75 PATIENTS. 
Duration of Pregnancy in Weeks. 





24 tor28 28 to 32 32 to 34 34 to 36 36 to 37 37 to 38 38 to 39 39 to 4o 


per per per per per per pel 
Gain . cent cent cent cent cent cent cent 


oto 1 pound ... 5. 13 R: 18.9 
1 to = : 10.6 
2to 3 18.6 
3 to 4 
4to 5 ae 17.3 
5to 6 se 14.6 
6to 7 256 9-3 
7to 8 ie 6.6 
Sto g see : re3 
9 to 10 ah 5: 6.6 


20.8 34.8 
22. 

24.3 

12.1 

4.0 
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10.0 


~ S| HP HY 
wooon A- & ¢ 


Loss 
o to 
1 to 
2 to 
3 to 























‘TILA Hava 
SR 
Y=) -) -be) fi | 
: ose ko “p 
—K —n— Kaw 4 e 
—o- -—om.. me 
0900000 .@g 4 
1e @ 6 - «~ 8° ° 
Kem M MM ~ tieg +“) 0} 
ama aa . € -T 
e tte Ce! 
\ ————- ‘4 1-0 LHDIIM NI NIVD 
\ j 
’ ’ ‘S3sv9 GA ~ WIW3VxX01 NI G3DNVHS> LHDIIM dIGeigsg JO Nollnpinisio 
vy ae « — LHDISM NI $$07 
” "Wi eo en 
C*FROn ae , ok tt a | a 
—_ bs, 8, Le, 9€, SE, *%, €¢, re, ‘f, 2¢) br, Sr, Lx, ax $i ep 
1 
— pone oom ea aaa 
jm tae eS . 
fo] 
> 
oy a> wae S 
w 


Lo 


Tor 


eg 

















WEIGHT-CHANGES DURING AND AFTER PREGNANCY 


Prevention of Excessive Gain in Weight by Diet and Exercise. 

It is essential that cases of pregnancy should have routine 
examinations of their weight-changes. This is just as important as 
the taking of blood-pressure observations and the examination 
of the urine. We have found again and again the value of routine 
weighing and have been able to prevent the onset of toxaemic 
symptoms in cases of excessive gain, by regulating the diet and 
advising the patient to increase her walking exercise. 

In a number of cases in which an abnormal gain in weight 
has been the only abnormal sign present and when adherence to 
advice has been neglected, the patient has returned for examina- 
tion with raised blood-pressure and albuminuria. In a few of 
these cases eclamptic convulsions have occurred. Excessive or 
rapid increase in weight during pregnancy should, therefore, be 
included in the premonitory signs of eclampsia and should be 
viewed as a serious condition. 

In pregnancy the diet should be restricted in quantity, especi- 
ally with regard to carbohydrates such as bread and potatoes. 
For toxaemic patients a special diet is advised. Salt-free meals 
are also advisable, as salt-intake tends to cause fluid-retention in 
the tissues. Occult oedema is most probably the chief cause of 
the excessive gain in weight. Water-intake is not restricted and 
may be taken in the form of tea, fruit-juice and milk. We 
have found that alternate day-restrictions in diet are less irksome 
to patients than a continuous one. Patients are permitted to take 
light ordinary diet, and on alternate days confine themselves 
to milk, biscuits and apples or oranges. So soon as the increased 
weight becomes balanced to normal, light diet daily may be re- 
sumed. Fresh vegetables such as salads and fruits are recom- 
mended as in the dietary of toxaemic patients. 

Exercise is essential in the prevention of excessive increase in 
weight. Walking is most beneficial as it secures a supply of 
oxygen and does not entail over-exertion of the muscles. It is 
surprising how working women who have household cares obey 
instructions as to walking in the open air. A large number of 
patients carried out this advice to within a week of the onset of 
labour. The advice given is to walk two miles a day. In many of 
the patients attending the clinics, we have been impressed with 
the value of exercise in the prevention of toxaemia and we have 
never seen any detrimental effects from its performance. It must 
be remembered that the advice as to exercise is given only in cases 
of normal pregnancy or when early signs of toxaemia are present. 
When toxaemia has occurred, as shown by hypertension and 
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albuminuria, the usual methods of treatment by rest in bed, fluid 
diet, etc., are carried out. 


VII. Post-NaTAL DECREASE IN WEIGHT. 

All patients attending the two hospitals where these investiga- 
tions were carried out were advised to attend a post-natal clinic 
at an interval of approximately six weeks from the date of 
delivery. 


PRIMIPARAE, 476 CASES. 





Age Groups Average Interval Average loss in Weight 
in years weeks days stone pounds ounces 


Under 20 
21 to 25 
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Total average 


wv 
— 
we 


Hw Aw WS ¢ 


56 
97 


mS ty Tet 


1 Ww 
amas 


2) 
~ 

~ 
Oo 


ALL CASES, 710. 
Under 20 
21 to 25 
26 to 30 
31 to 35 
36 and over 
Total average 








For primiparae, the total average decrease, after an average 
of 5 weeks 6 days, was 21 pounds 5 ounces; for multiparae the 
average was 18 pounds 14 ounces for an average of 6 weeks. The 
average birth-weight of the infants in primiparae was equal to 
about one-third of the weight loss, in multiparae about two-fifths. 

Davis found the weight loss subsequent to delivery and the 
puerperium varied from 15 to 20 pounds. Rowe, Gallivan, and 
Matthews give 9 kilos (19 4/5th pounds) as the post-natal loss. 
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SUMMARY. 

The 1000 patients—primigravidae 704, multiparae 290—were 
kept under observation from the twenty-fourth week of pregnancy 
to term. The average periodic gain in weight was: primigravidae 
II pounds 2 ounces, multiparae 11 pounds 7 ounces. The maxi- 
mal increase occurred from the twenty-fourth to the twenty- 
eighth week—3 pounds 5} ounces. The minimal increase 
occurred from the thirty-eighth to the fortieth week—z2 pounds 
4 ounces. All the patients showed lower increase in weight than 
that found by other observers. This was probably due to the 
advice given to every patient as to dieting and exercise in order 
to prevent the onset of toxaemia. 

The age of the patient has an influence upon the gain in weight 
in pregnancy. The older the patient the less increase there is in 
weight. The least gain occurred in patients of 36 years of age and 
upwards, being two-thirds less as compared with patients of 30 
years or under. 

Parity has little or no influence, there was a slight average total 
gain however, in multiparae—11I pounds 7 ounces—as compared 
with primigravidae—11 pounds 3 ounces. 

Heavy patients showed less gain in weight than those of lighter 
build. 

The weight of the infant seems to have little influence upon 
the changes in the maternal weight. The infants of primigravidae 
were rather heavier if the maternal weight showed much increase. 
In this series there was very little difference in the gain in weight 
of the patients who gave birth to infants of Io pounds or more 
and those of 5 pounds or less. Nine patients whose weight at 
term was less than that at the twenty-fourth week gave birth to 
infants weighing from 6 pounds to 9 pounds 7 ounces. There was 
a gradual increase in weight of the infants of multiparae who were 
over 30 years of age. Male infants were found to be slightly 
heavier than female. 

Decrease in weight occurs during the last two weeks before 
delivery ina number of cases—22.5 per cent in primigravidae and 
22.15 per cent in multiparae. A few patients showed a periodic 
loss of weight throughout pregnancy. This is difficult to explain 
and may be due to tissue-loss owing to excessive foetal demands, 
although these patients did not show any marked evidence of 
malnutrition. Loss of weight is, as a rule, due to increase in 
exercise, reduction of carbohydrate intake and increased elimina- 
tion. 

In the 75 cases of toxaemia the average age was 33 years. 
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All had albuminuria, systolic blood-pressure of 140 mm. Hg. and 
oedema of varying degrees. The average periodic gain and the 
total increase of weight were greater in this group of cases. From 
the twenty-fourth to the thirty-eighth week the gain in weight was 
50 per cent greater than in the normal cases. During the last two 
weeks of pregnancy it was almost three times as much as in the 
series of normal cases. The total gain was one and a half times 
that of the non-toxic cases. 

Excessive or rapid gain in weight is in the majority of cases 
due to errors in diet and lack of regular exercise. The reduction 
of weight is very definite when the carbohydrate intake is lessened 
and more walking exercise is carried out. Excessive gain may also 
be due to oedema of the tissues although not evident on clinical 
examination until later. Some toxic patients, however, had 
marked oedema without excessive gain in weight. 

Cases of marked hyperemesis, malnutrition, pathological con- 
ditions, or death of the foetus were excluded from the series under 
observation. 

The prevention of toxaemia and the early recognition of signs 
of its onset are to be obtained by careful attention directed to the 
routine weighing of ante-natal patients. 

Seven hundred and ten patients were weighed approximately 
six weeks after delivery and it was found that primigravidae 
showed an average loss in weight of 21 pounds 5 ounces and 
multiparae 18 pounds 14 ounces. The birth-weight of the infant 
accounted for one-third of the decrease in primigravidae and two- 
fifths in multiparae. 


We are indebted to Professor Fleming for permission to in- 
clude some of the cases under her care. We are also indebted 
to the London School of Medicine for Women for a generous 
grant enabling us to carry out and publish this research, and 
for assistance in clerical work. 
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Contracted Pelvis in Scotland.® 
Observations on its Distribution, Types, and Severity. 


BY 
Hector R. MacLennan, M.D., Ch.B. (Glas.), M.C.O.G., 


Assistant Surgeon, Royal Maternity and Women’s Hospital, 
Glasgow, and Surgeon to Out-patients, Royal Samaritan 
Hospital, Glasgow. 


IN 1932 the Departmental Committee on Maternal Mortality and 
Morbidity, in their Final Report, stressed the need for further 
research into various subjects associated with maternal mor- 
tality, one of which was the geographical distribution of con- 
tracted pelvis. 

While Williams has stated that the incidence of the condition 
varies considerably in different countries and even in different 
parts of the same country, this view is based largely on French 
and German statistics. He has also remarked that in America 
and in England very few statistics are available from which to 
draw accurate conclusions as to the frequency of contracted 
pelvis. It would, therefore, appear that a survey of the con- 
dition in this country is called for. 

Before it is possible to determine the influence of contracted 
pelvis on maternal mortality and morbidity in various parts of 
the country, it is necessary to know where, and to what extent, 
the condition exists. It is of value also to know the geographical 
distribution of the various types of pelvis. An assessment of the 
degree of pelvic contraction is no less important. The present 
study has, therefore, been concerned with these latter issues. 

The investigation was made throughout Scotland by personal 
visitation and collection of data from maternity hospitals, homes, 
cottage hospitals, and from antenatal clinics where these existed. 
In many instances, when there were no institutional facilities, 
information was obtained from interested medical practitioners. 

It was first necessary to define a standard, or standards, of 
pelvic contraction. At present considerable differences of opinion 
exist as to the normal pelvic measurements. Doubts have been 
cast on the value of external pelvimetry. It was, therefore, 


* Read at the Congress of Obstetricians and Gynaecologists in Belfast, 


April 1936. The paper is a summary of an investigation carried out with the 
aid of a grant from the Medical Research Council. 
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decided that when reasonable doubt existed as to the presence 
of actual contraction, such cases should be discounted. 

When possible, Litzmann’s* standard was adhered to, i.e., 
contracted pelvis was said to exist when the true conjugate dia- 
meter measured g.5 centimetres (3.8 inches), or less, in a flat 
pelvis, and 10 centimetres (4 inches), or less, in a generally 
contracted pelvis. 

In some areas accurate measurements were partly or entirely 
lacking. In these circumstances recourse was made to obstetrical 
evidences of pelvic contraction. In such cases considerable care 
was taken before including them as cases of contraction, and it 
is, therefore, probable that a number of slightly contracted pelves 
have been rejected from the present inquiry because of lack of 
accurate information concerning them. 

In differentiating the various types of contracted pelvis, refer- 
ence was made not only to the measurements, but also to any 
available information concerning the course and duration of 
labour, and the mode of delivery. Much of this information is 
noted in the Appendix to the work upon which this paper is 
based. 

The grading of the severity of pelvic contraction was based 
primarily upon the pelvic measurements, although in differen- 
tiating between cases of moderate and slight contraction, some 
account was taken of evidence of dystocia. A pelvis having a 
true conjugate diameter of 3.25 inches, or less, was regarded as 
being severely contracted: when the true conjugate diameter 
was less than 3.75 inches, but more than 3.25 inches, the pelvis 
was considered to be moderately contracted: while those cases in 
which the true conjugate diameter was 3.75 inches, or more, 
were regarded as being slightly contracted, unless there was 
clear evidence of dystocia attributable only to pelvic contraction. 

Account should be taken of the fact that the statistics obtained 
from the maternity hospitals show a higher incidence of con- 
tracted pelvis than is actually present among the population 
served by the hospitals. In such institutions there is always a 
high incidence of the various obstetrical abnormalities. The 
incidences of contracted pelvis in the hospitals are comparable 
and provide a useful guide to the relative frequency of the con- 
dition in the districts which they serve. 

Correlation of all the data elicited has provided an adequate 
indication of the geographical distribution of contracted pelvis 
in Scotland and has in many cases offered statistical proof. 
While it is always impossible in a wide survey of this nature 
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to achieve statistical exactitude, it is hoped that some contri- 
bution has been made to the solution of a problem of consider- 
able obstetrical moment. 

Three tables have been drawn up. The first shows the inci- 
dence of contracted pelvis in various parts of Scotland. The 
second shows the relative frequency of flat pelvis to other forms 
of pelvic contraction. The third shows the degrees of contraction 
which existed in the cases investigated. 

In the investigation upon which this paper is based it has been 
possible to give a much more detailed account of these three 
aspects of the problem than can be attempted now. These details 
will, it is hoped, be included in a later publication. 

The incidence of contracted pelvis in Scotland varies consider- 
ably in the four large cities—Glasgow, Edinburgh, Dundee, and 
Aberdeen. In Glasgow the concentration is highest. In the 
Royal Maternity Hospital of that city, 8.02 per cent of 4,391 
admissions showed pelvic contraction. In Dundee the incidence 
in hospital cases was 4.43 per cent of 3,499 patients. In Edin- 
burgh the incidence in the hospital cases was 2.83 per cent of 
4,776 patients. In Aberdeen the hospital incidence was 2.64 per 
cent of 720 admissions. 

Different areas in the larger cities show varying concentra- 
tions. In Glasgow, for example, the highest incidence occurs 
among cases from the Bridgeton district, and is 11.71 per cent 
(the highest in Scotland). It was also found that ro different 
Glasgow districts showed an incidence of over 5 per cent. The 
condition was most commonly encountered in Bridgeton, Shet- 
tleston, Central, and Maryhill districts, where the incidence was 
II.7I per cent, 10.47 per cent, 8.15 per cent, and 7.17 per cent 
respectively. Tradeston, Kelvingrove, and Govan closely follow 
with incidences of 6.98, 6.41 and 5.88 per cent respectively. This 
clearly shows that contracted pelvis is a condition widespread 
throughout Glasgow. In Edinburgh the maximal incidence is 
noted in the Leith district, with 3.14 per cent, while the central 
district follows with 2.46 per cent. In these cities hospital figures 
are being contrasted. 

Among the cases of pelvic contraction from the ‘ bad ’ areas 
in Glasgow, Dundee, and Edinburgh many cases showed gross 
evidence of rickets, as would be expected. It was interesting to 
note, however, that there was a very considerable number of 
cases in which evidence of rickets was not observed. 

In the counties wide variations are met with . A similar distri- 
bution is found fo exist in parts of Lanarkshire, Renfrewshire, 
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TABLE I. 


Area 
investigated 


Incidence 
of pelvic 
contraction 
among cases 
investigated 
(per cent) 


Number of 
cases of 
pelvic 
contraction 


Total number 
of cases 
investigated 
in area 





Glasgow ... 
Edinburgh 
Dundee 
Aberdeen 


Lanarkshire 
Hamilton 
Bellshill ... 
Motherweil 
Coatbridge 

*Douglas ... 


Renfrewshire 
Paisley 
*Johnstone 


*Port Glasgow ... 


*Barrhead 
*Renfrew .. 


Stirlingshire 
Stirling 
Falkirk 


Ayrshire 


Ayr (hospital) ... 


*Kilmarnock 
*Irvine 


The Lothians 
Midlothian 


West Lothian ... 
East Lothian ... 


Dumbartonshire 
*Dumbarton 
* Alexandria 
*Renton .. 
*Clydebank 
*Kirkintilloch 


*Cumbernauld ... 


8.02 
2.83 
4-43 
2.64 


. Under 


. Under 


352 
135 
155 

19 


4391 
4776 
3499 

750 


657 
1000 
963 
443 
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TABLE I (continued). 





Incidence 
of pelvic 
contraction Number of Total number 
among cases cases of of cases 
Area investigated pelvic investigated 
investigated (per cent) contraction in area 





Border Counties 
*Dumfries wie) wan, UGE 
Hawick ... nee ce ee 
*Kirkconnel, etc. 


Inverness-shire 
Inverness, etc. ... Under 


Ross and Cromarty 
*Beauly ... ... .... Under 
*Dingwall, etc. ... 


*Sutherland and 
Caithness... ... Under 1.0 


Dunfermline xs ove UNGER 2.0 830 








* The figures are not influenced by hospital statistics. 


Stirlingshire, Ayrshire, and the Lothians, where it is for the most 
part under 4 per cent. It should be here pointed out that in 
many of these areas coal mining is the staple industry. In the 
Border counties and in Inverness-shire and Dumbartonshire, the 
incidence does not often rise above 1 per cent. In the counties 
north of the Caledonian Canal, Ross and Cromarty, Sutherland 
and Caithness, the condition appears so rarely that it can, for 
practical purposes, be discounted. 

The question of the morphology of the pelvis in these areas 
in the far north is an interesting one. It is impossible to consider 
it in any detail, but it would appear from figures provided. 
by Dr. Mackenzie of Tain, and from other sources of informa- 
tion, that the pelvis in these areas is larger and roomier than in 
the south. 

On occasion, exceptionally high incidence is encountered in a 
district, the surroundings of which may show considerably lower 
figures. In Coatbridge, for example, the incidence is 8.78 per 
cent as against a general incidence of 3 per cent in Lanarkshire. 
Clydebank in Dumbartonshire is a similar case. 
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TABLE II. 


Showing the incidence of flat pelvis, generally contracted pelvis, and other 
types in the various districts in Scotland. 





Generally Other types 
Flat contracted of contracted 
pelvis pelvis pelvis 





GIABQOW «0.00 ses aes 129 96 24 
Edinburgh ste, ras 80 51 4 
Dundee... ...° ss 74 II 
Aberdeen sae Vale 8 2 
Midlothian Cie an 8 

West Lothian ... 

East Lothian 

Paisley 

Port Glasgow 

Johnstone 

Barrhead ... 

Renfrew 

Motherwell 

Ayr 

Kilmarnock 

Irvine 

Ayr 

Stirling 


Falkirk 





Inverness-shire 

Ross and Cromarty ... When the condition exists generally 

Sutherland and Caith- | contracted pelvis predominates 
MESS a as ie 

Border Counties | 





The high incidence in Coatbridge may be explained by the 
facts that the town is populated chiefly by lowly-paid iron- 
workers, the standard of living is lower and the housing is poorer 
than is the case in other Lanarkshire towns. Clydebank shows 
a higher incidence than the surrounding Dumbartonshire burghs 
on account of its proximity to Glasgow, supplemented by the 
fact that John Brown’s shipbuilding yardsand Singer’s sewing- 
machine factories draw their.employees from Govan and Bridge- 
ton areas of Glasgow. These districts, as has been already men- 
tioned, show a remarkably high incidence of pelvic contraction. 

The incidence in the town of Dunfermline is exceptionally low 
when compared with the nearby city of Dundee and the towns 
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TABLE III. 
Showing the degrees of severity of pelvic contraction in the cases mentioned 
in Table I. 





Totals Severe Moderate Slight 





Glasgow... ...  «.. = 249 60 119 70 

Edinburgh aed «aes Sm 16 94 25 
20 4 5 II 

Dundee ... ... «0. = 155 50 66 39 

Aberdeen Ha ees 19 — II 

Midlothian Rees «ches 15 2 12 

West Lothian ... ... 9 6 

East Lothian... ... 3 I 

POIEy us eee 36 20 

Port Glasgow ..._... 13 8 

Johnstone Fine ai 13 6 

Barrhead... ...—... 8 

Renfrew ... ... 0... 4 

Motherwell Bay = sae 32 

Ayr (hospital)... ... 24 

Kilmarnock... ... 4 

Irvine a 16 

Ayr pea var | aie 4 

SUFHNG .c.0 ste 25 

PaeRre 6550 estes 32 





Inverness-shire 

Ross and Cromarty ... Sporadic cases of severe contraction occurred 

Sutherland and Caith- | usually in women who had migrated from the 
MEAS ccs. Sk cities, particularly Glasgow. 

Border Counties 





of Stirling and Falkirk. In Dunfermline until recently the wage- 
earning capacity was high, as both men and women found 
remunerative employment in the linen industry. The standard 
of living was correspondingly good. The housing is good, and 
Dunfermline, owing to the munificence of Andrew Carnegie, was 
a pioneer town in health services and local amenities such 
as public parks and baths. This is now finding its reflection in 
the health of the population. 

In those districts in which the incidence of contracted pelvis 
is high, particularly in the cities, flat pelvis is more commonly 
encountered than the generally contracted types, but the dif- 
ference is very slight. In areas where the incidence is low, the 
generally contracted type predominates. 
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Pelvic contraction in marked degrees in the different types is 
of sporadic occurrence all over Scotland, but is notably present 
in Dundee and Glasgow: in Dundee 32 per cent, in Glasgow 
25 per cent, while in Edinburgh only 12 per cent. of the cases 
investigated fell into the severe category. 

The general conclusions to be drawn from the investigation 
may thus be set forth: 

1. In surveys of this kind the chief difficulty is introduced 
by the necessity for collaboration, taken together with a lack of 
uniformity of pelvimetric methods and the absence in many 
instances of internal pelvic measurements, which are at present 
the truest guide to the severity of contracted pelvis. 

2. The highest incidence of contracted pelvis is found without 
exception in poverty-stricken and congested areas. 

3. Pelvic contraction is disseminated from foci of high inci- 
dence to areas of lesser or negative incidence by migration. 

4. The investigation has not substantiated the view held by 
some that occupational stresses, such as peat-carrying or net- 
mending, by young females, find a reflection in pelvic deformity. 

As regards the prevention of contracted pelvis in the future, 
it appears necessary to uproot the evils which are its essential 
causes, namely defective hygiene and poverty, both of which 
are sociological problems. 

On the medical side, the detection of existing contracted pelvis 
by routine pelvimetry of a uniform and effective character should 
be the universal procedure. The education of the medical pro- 
fession along these lines is to be regarded as essential. 

Only by attacking the sociological and medical factors 
simultaneously may we hope in time to lessen the influence of 
contracted pelvis on maternal mortality and morbidity. 


I am indebted to, Professor James Hendry for his unfailing 
interest and help.in this investigation. Moreover, I should like 
gratefully to acknowledge the help received from local and 
hospital authorities and their medical staffs, and the help received 
from my many,colleagues in general practice, without which it 
would have been impossible to proceed. 
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Anti-Proteolytic Properties of Human Blood-Serum in 
Cases of Miscarriage and Premature Labour 


BY 


Evan SHuTE, B.A., M.B., F.R.C.S.C. 


Department of Obstetrics and Gynaecology, University of 
Western Ontanio. 


INTRODUCTION. 


LATTERLY the literature has included numerous articles on 
hormonal factors and vitamin deficiencies related to abortion. 
Relatively little has been published on the corresponding 
influences inciting the onset of premature labour and miscarriage. 
In the course of investigations of factors involved in the interrup- 
tion of pregnancy (whether the interruption be early, late in 
pregnancy, or at term) a certain unity of aetiology became 
apparent. This led to the extension of these studies on the 
causes of abortion to include the causes of miscarriage and 
premature labour. 

Many observers have pointed out that excess of oestrin 
induces abortion in experimental animals. Zondek and 
Aschheim,’ Robinson, Datnow and _ Jeffcoate,*» Wade and 
Doisy,* Allen and Dodds,* Tschaikowsky,’ have reported such 
results. Courrier and Raynaud* also found that in rabbits the 
abortifacient dose of oestrin gradually rose until mid-pregnancy. 
Smith’ noted that it took seven to 14 times as much oestrin to 
interrupt rat pregnancies near the end of gestation as in the 
first five days of gestation, and Parkes and Bellerby* found that 
similar increases of the abortifacient dose were required toward 
the end of pregnancy in mice. Kelly® stated that considerably 
more oestrin was needed to cause guinea-pigs to abort late in 
pregnancy than in the earlier stages. D’Amour, D’Amour and 
Gustavson’® have investigated this phenomenon very minutely 
and point out that about four times as much oestrin was required 
to terminate pregnancy in the rabbit toward the end of gestation as 
in the first trimester. D’Amour and Gustavson” have described a 
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fibrosis of the endometrium and collapse of the foetal portion of 
the placenta in such oestrin-treated aborting animals. Robson’ 
showed that after injection of oestrin into a pregnant animal in 
early pregnancy, there followed a reactivity of the uterine 
muscle similar to that which occurred in the normal animal at 
parturition. 

Similarly, anterior pituitary transplants and extracts, and 
even placental and urinary gonadotropic hormonal preparations, 
can cause animals to abort, as shown by such investigators as 
Teel,'* Zondek,'* Katzman, Levin and Doisy,'® Evans and 
Simpson,'* Hill and Parkes,'’ Engle and Mermod.'* Presumably 
this is accomplished through the stimulation of ovarian follicles 
and thus through, the formation of excess of oestrin. 

There is little doubt that anterior pituitary gonadotropic 
extracts act through follicle stimulation. Whether or not the 
gonadotropic principle of the placenta and of pregnancy urine 
has a similar effect is still controversial. The most recent 
work" indicates that the latter principle rarely produces true 
granulosa-cell luteinization in the human, but more often thecal 
luteinization. On the other hand, it may produce follicle 
maturation, cystic follicles, haemorrhage into corpora lutea or 
follicles, and even ovulation with the usual endometrial hyper- 
plasia characteristic of the influence of oestrin.** *’ The author 
has found that large doses of antuitrin S (10,000 rat-units) 
injected intramuscularly into each of five different women in 
whom therapeutic abortion was desired, during the first trimester 
of pregnancy, have produced an excess of an oestrogenic sub- 
stance in the blood-stream from five to 42 hours after the time 
of the injection. Two of these cases were reported previously.*° 
In one of these five cases the blood returned to normal at the 
end of 42 hours—as it did even sooner in the other cases. On 
the sixth day afterwards, injections of I c.c. of pituitrin twice in 
the course of the day produced severe and painful uterine 
contractions lasting for 34 hours, accompanied by steady sacral 
backache but without uterine haemorrhage. At the end of this 
period of time the uterine pains subsided and pregnancy continued 
as before. Until some method is found of producing some 
simultaneous disintegration of the corpus luteum in early preg- 
nancy, such as by carefully controlled doses of X-rays, it is 
questionable if this or other hormonal methods of inducing 
therapeutic abortion will be practical. 

It should be noted that Levin, Katzman and Doisy* could 
not interrupt the pregnancies of rats late in pregnancy by large 
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doses of theelin and theelol. Martins and Fabiao* found that 
urine from women in early pregnancy did not interrupt preg- 
nancy in rabbits, and Bourg*’ had the same experience with 
cats. Allen and Dodds, who had produced abortions with 
oestrin in rats, failed to do so in guinea-pigs and rabbits. 

That oestrin is an important factor in the production of 
human abortion has been indicated by the work of Davy and 
Sevringhaus,”* Wiesner,*’ Jeffcoate,** Vayssiere,** Chosson and 
Donnet.*” Murphy*' found a very high excretion of oestrin in 
the urine of several aborting women. Jeffries*” reported a case 
of habitual abortion in which there was a great excess 
of urinary oestrin and oestrogenic hormone at the second 
month of her fourth pregnancy, just before she threatened to 
abort again. Robinson and his co-workers even produced 
threatened abortion in several women by means of enormous 
doses of oestrin. Foss,** on the other hand, was unable to cause 
a woman to abort by the use of huge doses of oestrin. Reynolds 
and Firor,** Reynolds,*® and Robson** have shown that oestrin 
increases the reactivity and rhythmicity of the uterine muscle in 
pregnancy. Moreover, it has been pointed out by Tschaikowsky 
and others that oestrin and the post-pituitary oxytocic hormone 
act synergistically on the uterine muscle. 

The work of Evans and his assistants,**** Juhasz-Schaffer,*° 
Watson and Tew,*’ Vogt-Moller,*' and others, has shown that 
vitamin E deficiency in the pregnant animal or human female can 
be responsible for spontaneous abortion. Moreover, it has been 
noted** that vitamin E exists in a sort of equilibrium in the 
blood-serum of the pregnant woman with an oestrin-like sub- 
stance, and hence that E-deficiency in such circumstances acts like 
a relative oestrin excess and so permits abortion to develop. 
The writer and his colleague, A. E. Mowry, have shown by 
means of the standard Allen-Doisy technique that this oestrin- 
like principle is definitely oestrogenic, possibly existing in ar. 
unstable, water-soluble form in the blood-serum and_ hence 
presumably highly active. The antagonism between vitamin E 
and this oestrogenic substance is a relation to the hormone 
quite unlike that of an anti-hormone.** Indeed, D’Amour and 
his co-workers“ believe that anti-hormone to oestrin cannot be 
produced. Under such conditions of deficiency of vitamin E or 
relative excess of the oestrogenic substance there is unusual 
maternal resistance to the tryptic action of the placental villi, as 
manifested by observations described in detail elsewhere.“ 
Skowron and Peraus** conclude that the abortive effect of oestrin 
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on the rabbit is opposed by the corpus luteum hormone also at 
the endometrial site of implantation. 

Falls and his co-workers,** Weinzerl,** Hall,‘*’ Wolfsohn,*' 
and others have observed that a high percentage of women 
threatening to abort, or who had previously had several succes- 
sive abortions, could be carried to term or near to term after the 
administration of one of the corpus luteum hormones, proges- 
terone. The mechanism of this action of progesterone appears 
to be a complete inhibition of the oxytocic post-pituitary 
principle.*’ 

Obstetricians have observed that some habitually aborting 
women could carry pregnancies normally to term by means 
of the administration of thyroid extract. Also it was known 
that hyperthyroid patients tended to abort. Mayer’ has re- 
viewed the work on this subject, and interesting clinical and 
experimental studies on the relation of the thyroid to abortion 
have been made by Roffo,** Glaubach,", Kunde and co- 
workers,** Hoskins,** Bothe,*’ and Gardiner-Hill.** The value of 
thyroid extract in the therapy of habitual abortion was recently” 
emphasized by Litzenberg, Novak and Adair in a discussion 
at the 1935 American Gynaecological Society meeting at Hot 
Springs, Virginia. The abortive effect of excessive thyroid 
administration has been indirectly clarified by a recent publica- 
tion of Selye and McKeown.*’ They showed that injections of 
oestrin inhibited the formation of deciduomata in pseudo-preg- 
nancy in rats as Evans and Simpson*' had demonstrated some- 
what earlier. Similar inhibition of deciduoma formation in 
these animals had been secured by excessive thyroid feeding 
by Weichert and Boyd® in 1933. Apparently, from the work 
of Evans and Simpson, as well as that of Van Horn, it is 
possible and probable that thyroid therapy increased the gonad- 
stimulating power of the anterior pituitary gland and hence 
the oestrin production of the individual. On the other hand, 
Van Horn showed that moderate thyroid intake increased the 
elimination of oestrin from the body as well, which may help to 
explain the anti-abortive action of small doses of thyroid extract. 

So much for the hormonal causes of abortion, exclusive of the 
pancreas. It would not be unreasonable to assume that the 
above-mentioned factors interacting to produce abortion might 
be involved in the aetiology of miscarriage and premature 
labour. In animals, at least, the evidence indicates that late 
pregnancy can usually be interrupted by larger doses of the same 
hormonal agents capable of interrupting the early stages. 
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A considerable volume of evidence supports the theory that 
oestrin plays an important role in the onset of labour at term in 
the human female. Robson, Von Arvey,"* Robinson, Datnow and 
Jeffcoate, as well as Cohen, Marrian and Watson*’ have adduced 
reasons for believing that such is the case. However, Bourne** 
was quite unable to induce labour near term in five patients to 
whom enormous doses of oestrin were administered. Certainly 
other factors, such as the presence of adequate amounts of 
posterior pituitary oxytocic hormone and progesterone may be 
involved as well. 

Watson and Tew have presented case-reports of patients with 
threatened miscarriage or premature labour successfully carried 
to term by therapy with potent preparations of vitamin E. The 
author has had a number of such cases in his own practice. 
This would imply that in such cases, as in the case of many 
women who abort early in pregnancy, deficiency of vitamin E 
is an aetiological factor. 


EXPERIMENTAL WORK. 


A method for demonstrating the excess of an oestrin-like 
substance in the maternal blood-serum associated with the defi- 
ciency of vitamin E frequently associated with abortion*’ has 
been applied to the sera of cases of miscarriage and premature 
labour. As has been indicated earlier, this substance resembling 
oestrin has since been shown to possess oestrogenic properties. 
The small quantities of blood-serum used (1 c.c.) were insuffi- 
cient to produce uterine hypertrophy in spayed mice. As 
oestrin is to be found in the blood of all pregnant women, there 
was nothing to be gained by extracting a large volume of such 
serum to determine if such larger amounts would produce this 
uterine change. Marrian and Parkes*’ have shown that fewer 
than 100 vaginal cornification units of oestrin have no detect- 
able effect in inducing uterine distention, and that it may require 
400 units to produce complete uterine signs of oestrus. The 
oestrogenic factor referred to in the following experiments is 
freely water-soluble, quite unstable and hence probably very 
active, and would be difficult to isolate unchanged. It is 
interesting to speculate on its possible relation to the free 
oestrin of the body, the importance of which has been stressed 
by Marrian and his co-workers. There may be some analogy 
between the relation of oestrogenic substance to oestrin and 
that which exists between crystalline thyroxin and crude or 
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amorphous thyroxin®* or between crystalline and amorphous 
insulin.** Harington has shown that the crude thyroid extract 
is much more soluble and physiologically more active than 
thyroxin and that certain preparations of amorphous insulin have 
a potency almost as high as that of crystalline insulin. 


Presumably the above-mentioned entity resembles the water- 
soluble, unstable oestrogenic substance recently prepared from 
human blood by Engel,” which also did not cause hypertrophy 
of the uterine cornua of spayed mice. The writer has shown 
the presence of the oestrogenic substance in the blood-serum of 
many normal males and females, as did Engel, and in the sera 
of cases of mammary and oral carcinoma. Unfortunately, 
Engel’s work, which appeared six months before an article by 
the writer,** came to notice too recently to make this correlation 
earlier. 

From January 1934 to January 1935, inclusive, a strong 
trypsin solution was employed in these tests as a reagent (I per 
cent commercial trypsin in aqueous glycerine). This was not 
suitable for use during the summer months. Accordingly, after 
February 1935 a 1/500 of one per cent aqueous solution was 
made from the above stock solution. With this modification the 
procedures have been continued since that time. During this 
period up to date nearly 2,000 blood-samples taken from men, 
women, and rats of both sexes, under all sorts of normal and 
pathological conditions have been investigated. The sera of over 
500 individuals has been employed in this series of experiments. 


All cases in which pregnancy terminated later than the 
sixteenth and earlier than the twenty-eighth week of gestation 
are classified as miscarriages. Considered as premature are 
cases delivered between the twenty-eighth and thirty-eighth weeks 
of pregnancy inclusive. Altogether some 31 cases of miscarriage 
and 59 cases of prematurity came under observation, six of 
which were excluded from consideration because the patients 
were delivered of macerated foetts resulting in the rapid disapear- 
ance of the anti-proteolytic factor from the blood-serum after 
placental degeneration or expulsion. 


The following table is self-explanatory. Alternative causes ot 
miscarriage or premature delivery are not taken into considera- 
tion. It may be mentioned, however, that there were not any 
Wasserman-positive cases in either group as syphilis is a negli- 
gible factor in the obstetrical practice of the local community. 
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RESULTS. 
Miscarriages Prematures 

Therapeutic 

Spontaneous Induced Spontaneous  Inductions 
Resist- Resist- Resist- Resist- 
ance to ance to ance to ance to 
proteo- proteo- proteo- proteo- 
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Jan. 31, 1935 6 50 I o 16 25 2 100 
Feb. 1, 1935, to. 
Oct. 1, 1936 20 85 


bv 
y 
[o) 
w 
_ 
is 
ie) 
Ww 
Os 
dl 





60 


Ww 
Ww 
Ww 
on 
c 
oy 
DS) 
wn 


Total, 33 months 26 77 





It will be noted in the table above that a high percentage of 
therapeutically induced premature labours were characterized by 
maternal anti-proteolytic serum. This is not unusual since the 
majority of such inductions were performed when the mother 
and child were seriously endangered by partial abruptio 
placentae. In the writer’s experience, it is extremely probable 
that abruptio placentae is related to the same serological changes 
as occur in abortion and miscarriage and this condition responds 
to vitamin E therapy.” 

In some instances an imbalance existed between vitamin E 
and the oestrogenic substance in the blood-serum as long as 
five months before the pregnancy was prematurely interrupted. 
In other cases the blood-serum was normally digestible as short 
a time as three weeks before the signs of abortion or miscarriage, 
accompanied by serum resistance to proteolysis, showed them- 
selves. 

In the majority of patients in whom pregnancy terminated 
spontaneously prior to the last month, such interruption occurred 
at what would have been the mid-interval had the menses con- 
tinued as usual. The next commonest time for abortion or 
miscarriage to occur was immediately before the menses would 
have recurred. It is suggestive that these are the times in the 
normal menstrual cycle when the blood-content of oestrin is 
said to be highest. 
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DISCUSSION. 


Although the series of 84 cases here reported is small, the 
results at least suggest that spontaneous interruption of pregnancy 
at any late stage is often accompanied by the same disturbance 
in the blood which characterized 73 to 86 per cent of our series 
of cases of spontaneous abortion.** It has been previously sug- 
gested by the author that such factors as induce labour at term 
might be expected to act prematurely on occasion and interrupt 
gestation prior to term. 

If the balance between such hormonal factors as anterior 
pituitary hormone, oestrin and oestrogenic substances, oxytocic 
post-pituitary hormone, progesterone and vitamin E is upset 
prematurely, miscarriage or premature labour may occur. All 
such cases may not be due to a disturbance of this equilibrium 
but derangements of such sensitive factors are often of major 
aetiological importance. 

There is reasonable basis for the theory that in the blood- 
serum of women in whom pregnancy is spontaneously inter- 
rupted at any time prior to term, a relative or absolute deficiency 
of vitamin E has permitted an oestrogenic substance to acquire a 
dominant position and that such an oestrogenic substance is 
probably oestrin. Certainly it displays every similarity to oestrin, 
except that it is very soluble in water, is very unstable in such 
solution and, in amounts in which it is present in one or two cubic 
centimetres of blood-serum, it does not produce hypertrophy 
of the uterine cornua in spayed mice. As has been indicated, 
however, sufficiently small amounts of pure oestrin may be 
oestrogenic without inducing the uterine changes characterizing 
spontaneous oestrus. The possibility that the oestrogenic sub- 
stance may be closely related to the so-called free oestrin is 
suggested. 

It is of interest that several patients in Watson and Tew’s, 
as also in Vogt-Moller’s series, were delivered prematurely even 
while receiving doses of a vitamin E preparation presumed to be 
adequate. In the author’s experience, this has occurred five times, 
one of the cases being included in the Watson and Tew report. 
In that particular case the blood-serum did not display any rela- 
tive excess of oestrogenic substance at the time of the premature 
delivery, such as was the case in the other four. In one of 
these four the patient had neglected to take her wheat-germ oil 
for three days before labour. In two of the other cases the 
wheat-germ oil used was old and slightly rancid. In the fourth 
case the oil had evidently deteriorated at room temperature. It 
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is well known that rancidity destroys vitamin E more readily 
than any other factor. In each of the latter four cases the anti- 
proteolytic factor had reappeared in the blood-serum at the time 
of the premature delivery. This is at least a striking coincidence. 


SUMMARY. 

1. The literature dealing with the vitamin deficiencies and the 
hormonal factors concerned with the premature interruption of 
pregnancy in animals and man is discussed. 

2. A large percentage of patients who miscarry or are prema- 
turely delivered show an excess of an oestrogenic substance in the 
blood-serum. This produces a resistance in that blood-serum to 
its digestion by such a proteolytic enzyme as trypsin, 

3. This resistance to proteolysis temporarily disappears from 
the maternal blood-serum upon the administration of an adequate 
quantity of fresh vitamin E and simultaneously symptoms and 
signs of impending labour cease. 

4. Upon cessation of vitamin E therapy, this oestrogenic 
substance usually reappears in the blood-serum and coincidently 
symptoms and signs of threatened labour may show themselves 
again. 
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Intra-partum Infection* 


BY 


DaviID FyFE ANDERSON, M.D. (Glas.), F.R.F.P.S., M.C.O.G. 


From the Department of Obstetrics of the Johns Hopkins 
University and Hospital, Baltimore, Maryland, U.S.A. 


INTRA-PARTUM infection, to judge from a review of the literature, 
seems to have received scant attention from medical writers. 
Zangemeister and Wieloch’ noted intra-partum fever (over 38 C. 
axillary) in 538 of 14,499 deliveries, that is, in 3.7 per cent. 
Of these febrile cases, however, Io per cent were attributable to 
extra-genital infections such as pyelitis, while 2.4 per cent were 
associated with eclampsia. With these two groups excluded, 
there remained 471 cases in which fever occurred during labour 
as the result of intra-uterine infection, an incidence of 3.2 per 
cent. Similarly, Hilgenberg’ observed intra-partum fever (over 
38°C. axillary) in 4.2 per cent of his cases; his report was based 
on 150 instances of intra-partum fever. 

In the present investigation the diagnosis of intra-partum 
fever was made in every case in which a temperature of 100.4°F., 
or above, was noted during labour, the temperature being taken 
by mouth every four hours. Cases of intra-partum fever 
associated with eclampsia, abortion, and extra-genital causes, 
such as pyelitis and upper respiratory infections, were excluded 
from consideration. Consequently, there were left 207 cases, in 
a series of 11,075 deliveries in the Obstetrical Department of the 
Johns Hopkins Hospital, in which the fever was, so far as could 
be ascertained, due to intra-partum infection, the incidence of 
this complication being 1.9 per cent. This figure is lower than 
those cited above. Before making comparisons, however, one 
should have detailed information concerning the source of the 
clinical material, because if a hospital receives a large number of 
emergency cases, i.e. unregistered cases, in prolonged or difficult 
labour, its incidence of intra-partum infection is certain to be 
high. Unregistered cases presumably have had inadequate ante- 
natal and intra-partum care. Of the total number of admissions 

* This investigation was carried out during the tenure of a Rockefeller 
Medical Fellowship. 
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to this obstetrical service, the percentage of registered patients 
was 90.6, and of unregistered 9.4, whereas in the group of 207 
cases of intra-partum infection the percentage of registered 
patients was 78.7, and of unregistered 21.3. 

Race. Of the total number of cases of intra-partum infection, 
33.3 per cent occurred among white patients, while 66.7 per cent 
were noted among coloured patients. The preponderance of 
cases of intra-partum infection among coloured as compared 
with white women was evidenced by the fact that the general 
clinic population comprised 54.4 per cent white and 45.6 per cent 
coloured. 

Age. There was no appreciable difference in the mean age 
of the patients with intra-partum infection as compared with 
that of the clinic patients as a whole. The age distribution of 
both white and coloured patients is shown in Table I. 


TaB_e I. 
Age distribution in 207 patients with intra-partum infection. 





Cases 

Genera] _ of intra- 

clinic partum 

population infection 

Age in years percent per cent 
Under 16 ....3 .. 7-4 8.2 
Re eee yey Oe 26.2 Fey 
PORCCRR EA iss, nce | (Ges 33-1 24.2 
BR OOeZOh) ex kee. | ee 16.5 18.4 
3010 34... er 9.2 10.1 
Cos > ee er ae 5-5 12.1 
40 and over rear ce 2.0 3-9 
Unknown ... <«. .« O.1 0.5 





Panty. The incidence of primiparae in the service was 
50.6 per cent for white and 55.0 per cent for coloured patients, 
while the incidence of multiparae was 49.4 per cent for white 
and 45.0 per cent for coloured patients. Of the cases of intra- 
partum infection, 16.4 per cent occurred among white primi- 
parae and 35.3 per cent among coloured primiparae. Thus 51.7 
per cent of the cases were observed among primiparae: this 
figure corresponds closely with that for the incidence of primi- 
parae in both races in the service, viz. 52.7 per cent. 

As is indicated in Fig. 1, 13.2 per cent of the general clinic 
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PARITY. 


FIG 1. 


Comparison of cases of intra-partum infection and the service 
as a whole with regard to parity. 





INTRA-PARTUM INFECTION 


population had had five or more children, whereas the per- 
centage of cases of intra-partum infection in this category was 
24.6, approximately one-third of these being unregistered. 


VAGINAL EXAMINATION DURING LABOUR. 


It is universally agreed that, in the majority of cases of 
puerperal infection, the organisms have been introduced from 
without, and that the blame must be shouldered by the doctor, 
or nurse, or both. However, there is another side to the ques- 
tion, and that is, ‘‘ How frequently does the patient infect her- 
self during labour by manipulation of her genitals? ’’ It is 
practically impossible to determine this with any degree of 
accuracy, but that infection is introduced in this manner is 
without doubt. In a certain case in the writer’s experience, when 
a diagnosis of prolapse of the cord was mentioned, the patient 
was able to confirm this finding. She had introduced her fingers 
into the vagina and had actually palpated the cord. 

Furthermore, the conviction is growing that a frequent source 
of puerperal infection is coitus during pregnancy and even in 
the course of labour. Cases of intra-partum and puerperal in- 
fection, otherwise inexplicable, can doubtless be accounted for 
in this way, but it is difficult, if not impossible, to obtain 
authentic information from the individuals concerned. Bar’ 
relates two cases of puerperal infection in which coitus took place 
during labour a few hours before delivery. In one case, haemo- 
lytic streptococci were found in the lochia and the patient died 
on the seventh day of the puerperium; autopsy showed septic 
peritonitis. In the other case, the interesting feature was that 
the secretion from the prepuce of the husband, one day after 
delivery, showed the same gram-positive diplococci as were 
found in the lochia. 

There is no doubt that the likelihood of infection increases 
with the frequency of vaginal examinations during labour, and 
every effort should be made to keep these at a minimum. How- 
ever, recognition must be made of the fact that in prolonged and 
difficult labour, on account of the very nature of the case, more 
frequent vaginal examinations seem indicated. The conditions 
under which vaginal examinations are made have much to do 
with their safety, and examinations done outside hospital, no 
matter how careful one may try to be, carry with them greater 
risk for the patient. 

In this clinic, of the normal patients 34 per cent had vaginal 
examinations, while 66 per cent had none: 27.7 per cent of the 
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total number of patients had only one such examination and 6.3 
per cent more than one. 

Of the total number of cases of intra-partum infection, 56 
per cent had vaginal examinations while 44 per cent had none: 
21.7 per cent of the total number of cases had only one vaginal 
examination and 34.3 per cent more than one. 

It is of interest to correlate with these findings the fact that 
25 per cent of the total number of maternal deaths in this series 
of cases of intra-partum infection occurred in patients who had 
had not any vaginal examination during labour; 56.3 per cent of 
the deaths in the series were in patients who had been examined 
vaginally prior to admission to hospital, by their own medical 
attendants. 


THE CHARACTER OF THE LABOUR PAINS. 


The character of the labour pains in the 207 cases of intra- 
partum infection was judged to be as follows: 
1.9 per cent ha inertia. 
27-1 per cent had poor labour pains. 
19.3 per cent had fair labour pains. 
50.2 per cent had good labour pains. 
1.4 per cent had tetanic contractions of the uterus. 


ONSET OF LABOUR. 


The onset of labour was spontaneous in 77.8 per cent of the 
cases of intra-partum infection, while induction other than by 
drugs was performed in 22.2 per cent. The methods employed in 
the induction of labour were : 


RBH ce. ee sty ii oe “BQ-eases 
Bougie me ks sae: “aoe FRE 
Bag and bougie me. Oi I case 
Rupture of the membranes 12 cases 


Morton‘ considered that the bougie was superior to the bag for 
the induction of labour and showed that, while the bag was more 
efficient in bringing about the onset of labour, its use was 
attended by a definitely greater foetal mortality and maternal 
morbidity, while with either method the maternal mortality was 
the same. 

On the other hand, Guttmacher and Douglas* concluded from 
their study of induction of labour by artificial rupture of the 
membranes that this method was superior to both the bag and 
the bougie, and that the technique decreased the average length 
of labour, lessened the incidence of intra-partum and puerperal 
infection, and did not affect the neo-natal mortality. 
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In view of the risk of intra-partum infection, the surgical 
induction of labour should never be lightly undertaken, and it 
would appear that the safest and most satisfactory method is 
rupture of the membranes. 


TYPE OF DELIVERY. 


In 205 cases of intra-partum infection in which a single foetus 
was present, delivery was accomplished in the following manner : 


Spontaneous...) ... we. ee ee ees es ~=-:106 CASES OF 51.2 per cent 
PCC, ons fame) Ce ae aie es 58 ” 28.3 $3 
Version followed by spontaneous delivery es 3 ne 1.5 
Version followed by breech extraction ...... 3 a 1.5 
Breech extraction ...0 <2. 66. ses ews 9 3 4-4 
Craniotomy (fore-coming head) 7 : 3-4 
Craniotomy (after-coming head) a 3 y 1.5 
Lower uterine segment Caesarean section ee 7 a 3-4 
Classical Caesarean section and hysterectomy 5 ‘is 2.4 
Hysterectomy ... es 3 * 1.5 . 
Vaginal hysterectomy I case OF 0.5 


For the hospital population, the operative incidence was 22.9 
per cent, while in these cases of intra-partum infection the opera- 
tive incidence was more than twice as great, viz. 48.8 per cent. 
It might be argued, naturally, that the greater operative inci- 
dence was due to the fact that fever per se is an indication for 
interference. Some take the view that fever is an absolute 
indication for immediate delivery. Zangemeister and Wieloch’ 
in general disagree with this dictum, and do so on the ground 
that operative procedures increase both the maternal mortality 
and the foetal mortality. Study of the cases in the present series 
yields the figures shown in Table II, and these certainly support 


TaB_eE II. 


Type of delivery in cases of intra-partum infection related to maternal 
and foetal mortality. 


Maternal 
deaths Live births Stillbirths 
Type of No. eee ee SS f 
delivery of cases No. percent No. percent No. percent 
Spontaneous ... 106 5 4-7 88 83.0 18 17.0 
Operative... 99 II rt 61 61.7 38 38.3 


the conclusion of Zangemeister and Wieloch. Both maternal 
mortality and foetal mortality were more than twice as great 
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in the cases subjected to operative procedures. On this account, 
a plea should be made for extreme conservatism in dealing with 
cases of intra-partum infection. Fever should not be taken as 
an absolute indication for intervention. Other factors should be 
present before resort is made to operative delivery. Such cases 
call for the exercise of most discerning judgment. 


THE THIRD STAGE OF LABOUR. 


The mode of delivery of the placenta in the series was as 
follows : 

Expression ee Wi ws cave aoc Tee Cages on $7.6 per cent 

Manual removal eve Ce PTS Dien Q cases or 4.3 per cent 

Caesarean section and/or hysterectomy 15 cases or 7.2 per cent 

Expelled before child Sait <aeke sar I case 


A noteworthy feature of the third stage of labour in intra- 
partum infection was the high incidence of manual removal of 
the placenta, viz. 4.3 per cent as compared with the total inci- 
dence of this procedure in the service, 0.8 per cent. Hilgenberg’ 
reports manual removal of the placenta in 8 per cent of his 
patients with intra-partum fever, and states that, in general, 
damage from this operation has not been noted in his clinic. This 
opinion is contrary to that of many writers, and it would seem 
that, in a patient already suffering from intra-partum infection, 
manual removal of the placenta would add appreciably to the 
risks of a febrile puerperium. Peckham,° in his study of manual 
removal of the placenta, showed that the gross morbidity rate, 
excluding patients dying within 48 hours of delivery, was 
55 per cent, and the gross maternal death-rate, 10.8 per cent. 
He found that after spontaneous delivery, when manual removal 
was the sole manipulation, a febrile puerperium followed in 48.9 
per cent of the patients. In the present series puerperal infection 
developed in every case in which the placenta was manually 
removed; in three instances the patient succumbed (18.8 per 
cent of the total maternal mortality). 

Table III contrasts the normal patients of the service and 
cases of intra-partum infection with regard to the duration of 
the third stage of labour. The figures for the two groups at 
15 minutes are essentially the same, but, at 30 minutes, fewer 
placentae have been delivered in the cases of intra-partum infec- 
tion, while the proportion of cases of intra-partum infection 
requiring more than 60 minutes for delivery of the placenta is 
much greater than normal. 
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BLoop Loss. 


The mean blood loss was greater in cases of intra-partum 
infection than in normal cases, due probably to the high inci- 
dence of operative delivery. Reckoning post-partum haemorrhage 
as blood loss greater than 600 c.c., the incidence of post-partum 
haemorrhage in intra-partum infection was more than double 
that noted in normal patients (Table IV). 


Tasce III. 
Comparison of normal cases and cases of intra-parlum infection with regard 
to the duration of the third stage of labour. 
15 mins. and under 30 mins. and under over 60 mins 
per cent per cent per cent 


Normal cases dus) eee 86.2 98.0 
Cases with intra-partum 
infection Sea ide 86.4 95-9 


TABLE IV. 
Mean blood loss in normal cases and in cases of intra-partum infection. 


Mean Under Above 300 and Above 
blood loss 300 c.c. under 600 C.c. 600 C.c. 
c.c, per cent per cent per cent 


Normal cases ae a 243 
Cases with intra-partum 
infection eae es eee 306 63.9 26.8 g.2 


From these facts we may conclude that intra-partum infection 
per se causes some abnormality in the process of separation of 
the placenta. 


THE PUERPERIUM. 


The behaviour of these 207 cases of intra-partum infection in 
the puerperium can be briefly summarized as follows: 
Deaths occurring within 24 hours after delivery 7 cases or 3.4 per cent 
Non-febrile ae Sch tone Ree See ie ... 50 Cases Or 24.2 per cent 
One-day fever... <6: ie es cee we .. 18 cases or 8.7 per cent 
Febrile: other causes such as pyelitis ... ... 14 cases or 6.8 per cent 
Febrile: puerperal infection ... ... ..  ... 118 cases or 57.0 per cent 


Whereas 17.5 per cent of the total number of cases in the service 

developed puerperal infection, this complication occurred in 57 

per cent of the cases of intra-partum infection. The possibility 
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of puerperal infection is, therefore, more than thrice as great 
in cases of intra-partum infection as it is in the service gener- 
ally. Other causes of a febrile puerperium were noted in 6.8 
per cent of the cases of intra-partum infection as against 6.0 
per cent in the service as a whole. 

Table V indicates that puerperal infection was of more fre- 
quent occurrence in those cases of intra-partum infection in 
which there was operative intervention than in those in which 
spontaneous delivery took place. 


TABLE V. 
Relation of type of delivery to behaviour in puerperium in 207 cases of 
intra-partum infection. 


Death Febrile, peral 

within Non- One-day other _ infec- 
Type of No. 24 hours febrile fever causes tion 
delivery of cases percent percent percent percent percent 





Spontaneous ... 106 2.8 31.1 13.2 9-4 43-4 
Operative ot 99 4.0 16.8 4.0 4-0 7i3 





TEMPERATURE. 

In Table VI, there is recorded the maximal elevation of tem- 
perature, which occurred during labour or within 24 hours 
after delivery, showing the relation to the maternal mortality 
and to the foetal mortality. Attention may be drawn to the fact 
that, with a temperature of 100.8°F. or less, there was no maternal 
death, although 32.8 per cent of the cases of intra-partum infec- 
tion fell into this category; 37.6 per cent of the maternal 
deaths occurred in the category 101°F. to 102.8°F., and 62.5 
per cent in cases having a temperature of 103°F. and above. 
Stillbirths occurred in all categories. 


TaBLeE VI. 
Maximal elevation of temperature during labour in 207 cases of intra-partum 
infection and the relation with maternal and foetal mortality. 





Maternal Still- Infant 
Temperature Cases deaths births deaths 
iA per cent percent per cent per cent 





100.4°F. to 100.8°F. ... 32.8 o 25.4 ” 36.4 
101.0°F. to 102.8°F. ... 53-6 37.6 47-4 63.7 
103.0°F. and over _... 13.5 62.5 27.1 oO 
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PULSE-RATE. 


It has long been recognized that, in septic complications of 
the puerperium, the pulse-rate frequently gives warning concern- 
ing the state of the patient before any elevation of temperature 
occurs. The pulse-rate is also a useful indicator in intra-partum 
infection. Table VII indicates increase of the pulse-rate in the 
cases of intra-partum infection, and shows the relation with the 
maternal mortality and the foetal mortality. It is noteworthy 
that there were no maternal deaths in cases in which the pulse- 
rate during labour did not exceed roo per minute, although 15.3 
per cent of the stillbirths occurred in this group. Twenty-five 
per cent of the maternal deaths occurred in cases which during 
labour did not have a pulse-rate greater than 108 per minute. 


TaBLe VII. 


Maximal increase of the pulse-rate during labour in 207 cases of intra-partum 
infection and the relation with maternal mortality and foetal mortality. 





Maternal Still- Infant 
Cases deaths births deaths 
Pulse-rate per cent per cent per cent per cent 


PO TOWOR si ute Sse 26.0 Oo 15-3 18.2 


100 to 118 oer 38.1 31.3 25-5 45-5 
120 to 138 geen) em 26.6 25-0 35-6 36.4 


g.1 43-8 23-7 o 


THE DURATION OF LABOUR. 


The duration of the first and second stages of labour was 
accurately known in 202 cases. Details are given in Table VIII. 
No maternal deaths occurred when labour was less than five 
hours’ duration. In cases in which the duration of the first and 
second stages of labour was: . 


Over 5 and under 25 hours, the maternal mortality was 23.1 per cent. 
Over 25 and under 30 hours, the maternal mortality was 23.1 per cent 
Over 30 and under 60 hours, the maternal mortality was 30.8 per cent. 
Over 60 hours, the maternal mortality was 23.1 per cent, 


The average duration of the first and second stages of labour 
in the obstetrical service generally was 15 hours 58 minutes in 
primiparae, and rr hours 7 minutes in multiparae; whereas 
in the cases of intra-partum infection, the average duration was 
28 hours 56 minutes in primiparae, and 22 hours 21 minutes in 
multiparae. Obviously, in both primiparae and multiparae, the 
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average duration of labour was considerably greater in cases 
of intra-partum infection than in the service generally. Prolonged 
labour, indicating labour continuing for more than 30 hours, 
occurred in nine per cent of the normal primiparae and in six 
per cent of the normal multiparae of the clinic. On this basis, 
of 202 cases of intra-partum infection, 19.5 per cent of the 
primiparae and 11.5 per cent of the multiparae had prolonged 
labour. 


TABLE VIII. 


Duration of labour in 202 cases of intra-partum infection and thé relation 
with maternal mortality. 





Maternal 

Cases deaths 

Hours percent per cent 
WAGERS. Sty hickh! nes 11.9 o 
Over 5 10 20... ..; z 15.4 
ONER(2O: Se anise sti 5 84.7 





RELATION OF THE TIME OF APPEARANCE OF INTRA-PARTUM 
INFECTION TO RUPTURE OF MEMBRANES. 


It was possible definitely to relate the time of appearance of 
intra-partum infection to rupture of the membranes in 176 cases. 
In this group the elevation of the temperature to 100.4°F. and 
over was first observed before rupture of the membranes in 36.4 
per cent of the cases, and after rupture of the membranes in the 
course of labour in 63.6 per cent of the cases. In several cases, 
putrid amniotic fluid was noted. 

Data regarding the time interval between rupture of the mem- 
branes and delivery in 207 cases of intra-partum infection may 
be summarized by stating that, in 52.2 per cent, this interval 
was more than 10 hours, while in 45.9 per cent the interval ex- 
ceeded 15 hours. Only one maternal death, that is, 6.3 per cent 
of the maternal deaths in intra-partum infection, occurred when 
the membranes had been ruptured for less than 12 hours prior 
to delivery. 


BACTERIOLOGY. 
Uterine cultures were obtained in 85 cases. In many, mixed 
growths resulted. The number of instances in which a particular 
organism occurred was as follows: 
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Haemolytic streptococcus... eel ss 
Aerobic non-haemolytic streptococcus ... 
Anaerobic streptococcus 
Staphylococcus 
Bacillus coli ... 
Bacillus Welchii 
. Gonococcus x 
Diptheroid bacilli 
Other organisms 
No growth 


FOETAL MORTALITY. 


By reason of the occurrence of two cases of twin pregnancy 
in the series, there were 209 infants. The proportion of male 
infants to female was 136: 100. 

The foetal mortality was considerable. The total number of 
infants stillborn, or dead before the sixth day after delivery, was 
70 (33.4 per cent). Zangemeister’s figure for stillbirths and neo- 
natal deaths was 35 per cent.’ In this series, stillbirths num- 
bered 59 (28.2 per cent), showing maceration of the foetus in 
16 (21.1 per cent) of them. Nine of the infants born alive 
(6 per-cent of the total number of live births in the series) died 
within 72 hours after delivery. Excluding stillbirths, the dis- 
tribution of the infant mortality among the remaining 150 infants 


of the series was: 
7 or 4.7 per cent within 24 hours after delivery 
I or 0.7 per cent within 48 hours after delivery 
I or 0.7 per cent within 72 hours after delivery 
1 or 0.7 per cent on fifth day after delivery 
I or 0.7 per cent on sixth day after de‘ivery 


MATERNAL MORTALITY. 


A review of the literature by Zangemeister and Wieloch’ indi- 
cated that from 38 to 62 per cent (average 42 per cent) of 
patients having intra-partum infection develop puerperal fever 
and show a maternal mortality of 2.5 up to 8 per cent (average 
5 per cent). The maternal mortality in intra-partum infection 
reported by these authors was 4 per cent. In Hilgenberg’s study 
of intra-partum fever’, the puerperal morbidity was 54 per cent 
and the mortality 4 per cent. 

The present investigation shows that, of 207 cases of intra- 
partum infection, 118 (57 per cent) developed puerperal infection 
and the maternal mortality was 16 (7.7 per cent). It is of interest 
to note that in 14 of the 16 maternal deaths, the foetus was still- 
born, that being’an incidence of 87.5 per cent of maternal 
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fatalities associated with stillbirths. Seven (43.8 per cent) of 
the maternal deaths occurred within 24 hours after delivery, and 
10 (62.7 per cent) within 96 hours. 


SUMMARY. 


1. Ina series of 11,075 deliveries at the Johns Hopkins Hos- 
pital 207 instances of intra-partum infection occurred, an inci- 
dence of 1.9 per cent. 

2. Of the cases of intra-partum infection 33.3 per cent occurred 
among white patients and 66.7 per cent among coloured patients. 
There was no appreciable difference in the mean age of the cases 
of intra-partum infection as compared with that of the clinic 
patients as a whole; 51.7 per cent of the cases were observed 
among primiparae, while 24.6 per cent had had five or more 
children. 

3. Whereas in the clinic, 34 per cent of the normal patients 
had vaginal examinations, 56 per cent of the patients having 
intra-partum infection were thus examined: 56.3 per cent of 
the maternal deaths in the series were in patients who had been 
examined vaginally prior to admission to hospital by their own 
medical attendants. 

4. The character of the labour pains was judged to be satis- 
factory in 50.2 per cent of the cases. The onset of labour was 
spontaneous in 77.8 per cent, while induction other than by 
drugs was performed in 22.2 per cent. The operative incidence 
for the hospital population (obstetrical department) was 22.9 per 
cent, while in these cases of intra-partum infection it was more 
than twice as great, namely, 48.8 per cent. Both the maternal 
mortality and the foetal mortality were more than twice as great 
in the cases subjected to operative procedures. 

5. In the cases of intra-partum infection the incidence of 
manual removal of the placenta was 4.3 per cent as compared 
with 0.8 per cent in the service as a whole. The mean blood- 
loss was greater and the incidence of post-partum haemorrhage 
more than double that noted in normal patients. 

6. Whereas 17.5 per cent of the total number of cases in the 
service developed puerperal infection, this complication occurred 
in 57 per cent of the cases of intra-partum infection. 

7. With an intra-partum elevation of the temperature to 
100.8°F. or less there was no maternal death, nor was a fatal 
result recorded in cases in which during labour the pulse-rate did 
not exceed I00 per minute. 

8. Prolonged labour (over 30 hours) occurred in 19.5 per cent 
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of the primiparae and in 11.5 per cent of the multiparae of the 
series. The average duration of labour was considerably greater 
in cases of intra-partum infection than in the service generally. 
No maternal deaths occurred when labour was less than five 
hours’ duration. 

g. In the group of 176 cases of intra-partum infection, an 
elevation of the temperature was first observed before rupture of 
the membranes in 36.4 per cent and after rupture in 63:6 per 
cent. Only one maternal death (6.3 per cent) occurred when the 
membranes had been ruptured for less than 12 hours prior to 
delivery. 

10. The total number of infants stillborn or dead before the 
sixth day after delivery was 70 (33.4 per cent). Stillbirths num- 
bered 59 (28.2 per cent) showing maceration of the foetus in 
16 (21.1 per cent) of them. 

11. The maternal deaths in the series numbered 16 (7.7 per 
cent). Seven (43.8 per cent) of these occurred within 24 hours 
after delivery and 10 (62.7 per cent) within 96 hours. 

12. Conservatism is advocated in dealing with cases of intra- 
partum infection. 

I am grateful to Dr. N. J. Eastman, Dr. C. H. Peckham, and 
Dr. A. F. Guttmacher for their advice and criticism. 


REFERENCES. 
. Zangemeister, W., and J. Wieloch. (Halban und Seitz, 1929, viii, 1815.) 
. Hilgenberg, F. C. Zentralb. f. Gyniikol., 1931, lv, 1445. 
. Bar, A. Miinchen Med. Wochenschr., 1929, 1xxvi, 1292. 
. Morton, D. G. Amer. Journ. Obstet. and Gynecol., 1929, xviii, 849. 
. Guttmacher, A. F., and R. G. Douglas. Amer. Journ. Obstet. and 
Gynecol, 1931, xxi, 485. 
: Peckham, C.H. Bull. Johns Hopkins Hosp., 1935, lvi, 224. 








Notes on Haemolytic Streptococcal Puerperal Infection. 


BY 


Joan K. Rose, M.D., M.C.O.G. 


Senior Honorary Obstetrician, Elsie Inglis Memorial Maternity 
Hospital, Edinburgh. 


With the Collaboration of the Laboratory Staff, 


Mrs. F. E. Cocurane, B.Sc., and Miss BABETTE HERZ, 
L.R.C.P. and S.E: 


In February, 1933, a report’ was published giving some of the 
observations made in the course of a three years’ experiment in 
bacteriological control in the practice of the Elsie Inglis 
Memorial Maternity Hospital. This experiment is based on the 
belief that close co-operation between the laboratory and the 
wards offers the most hopeful and practical line of advance in 
the fight against sepsis. The organism which is chiefly respon- 
sible for serious sepsis belongs to a recognizable group. Its most 
common situation is known and is accessible, and it is becoming 
increasingly evident that prophylactic measures can be effec- 
tively applied. 

Observations as to the presence of haemolytic streptococci 
and a full investigation into all cases of maternal morbidity were 
begun in 1929. The present report summarizes some of the data 
collected during the past three years. 

Material for bacteriological examination has been derived 
from: 

(a) Fauces and nasopharynx of medical and nursing staff; swabs taken 
weekly from those on duty in the labour wards and district, and monthly 
from the rest of the staff. 

(6) Fauces and vagina of patients; swabs taken at the antenatal clinic 
twice during the last four weeks of pregnancy, also on admission to hos: 
pital, during labour, and on the third and fifth days of the puerperium. 

(c) Cervix; swabs taken before induction of labour, also if mechanical 
difficulty is anticipated, or from any suspect case. 

(d) Uterus; swabs taken if any evidence of infection or rise of tempera- 
ture. 

(e) Miscellaneous sources 


During the first two years of the period under review the 
routine examination consisted in the incubation under aerobic 
conditions of blood-agar plates inoculated with material from 
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swabs. Plates showing haemolytic colonies were sub-cultured, 
the soluble haemolysin test was carried out, and the organisms 
were examined microscopically. 

During the third year anaerobic culture of plates has been 
the routine (Mackintosh’s and Fildes’s jars being used). The 
laboratory technique includes the cultivation of all pure strains of 
haemolytic streptococci on 40 per cent bile-agar as a guide to 
the probable danger of serious infection (Lancefield* Hare and 
Colebrook’). Some strains are further differentiated by deter- 
‘mination of the final pH after growth for four days in 1 per 
cent glucose broth. 


TABLE I. 


Summary of 4699 cases for the three years ending 30th November 1935. 


District 


Hospital 
Number of cases... ..: «. «ss 32mg 1480 
Total morbidity (including fatal 
cases and rise of temperature 
within 21 days)... ... ... 100 (3.1%) 28 (1.9%) 
Pyrexia of genital origin... ... 25 (0.76%) 20: (1.3%) 
Genital sepsis associated with: 
Haemolytic streptococcal in- 
fection ... es Io (0.3%) 17 «(8:t%) 
Bacillus coli eco ete 8 
Non-haemolytic streptococci, 
staphylococci, etc. 7 I 
Haemolytic streptococci found in 
genital passages ee sy gi (2.8%) 87 (5.8%) 
Normal puerperium ..._... 81 70 
Pyrexial rate in haemolytic 
streptococcal cases oe — 10.8% — 19.5% 





Because of the additional information available during the 
third year the figures for 1935 are given in greater detail than 
for 1933 to 1934; those strains which correspond to the 
human and bovine types (Hare and Colebrook’) in respect of the 
bile-agar test being classified as A and B respectively. Tables II, 
III, and IV show their relative frequency and associated pyrexia. 

These tables show an increase of pharyngeal infection 
(Type A) in the nursing staff in the summer and autumn; there is 
no corresponding increase of genital infection in the hospital 
patients. It would seem, therefore, that the measures adopted 
for the protection of these patients are satisfactory. 
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Tas_e II. 
Incidence of haemolytic streptococci in the genital passages 
(1st December 1934 to 30th November 1935). 
HS. = Haemolytic streptococci. 
Type A = Strains which do not grow on bile-agar. 
Type B = Strains which grow on bile-agar. 
N Not classified. 
P = Pyrexia. 
(a) Antenatal cases. 


; Type A Type B or N 


H.S. at antenatal examination ..._... 2 12 

Persisting during labour... ... —... I 6 

Recurring in puerperium... ... — 2 P.2 

* Both of these cases of pyrexia showed type B at antenatal examination. 
One showed both types A and B, and one type A only during the puerperium. 
They are included in the following figures relating to hospital and district. 


(b) Hospital—1123 confinements. 
; Type A Type B N Total 





‘ HS. during labour ... ... 2 9 
H.S. during puerperium ... 18 Pl 4 P.2 


MTOR. cisxe> paar! ~ labs 8 27 6 





Total H.S. during labour or puerperium = 41 (3.6 per cent of all 
confinements). 

Total pyrexia = 5 (0.4 per cent of all confinements; 12.2 per cent of 
H.S. cases). 

One case under type A was clinically due to broncho-pneumonia. 

One unclassified showed type B antenatally, both types A and B in 
puerperium. 


(c) District—533 confinements. 


Type << Type B 


H.S. during labour... ... 3 5 Pal 
H.S. during puerperium ... 19 P.8 II 





22 16 2 





Total H.S. during labour or puerperium = 40 (7.5 per cent of all 
confinements). 
Total pyrexia = 9 (1.6 per cent of all confinements; 22 per cent of 
H.S. cases). 
Total pyrexia (hospital and district) : : 
Associated with type A... —...._-—-«r0 out of 30 
Associated with type B.... —... 2 out of 43 
Mixed or unclassified ... ... 0... 2 out of 8 
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TABLE III. 
Incidence of haemolytic streptococci for each month. Types A, B, and N. 


(a) Fauces of medical and nursing staff. (Thirty-six individuals gave positive 
swabs.) 





December 
February 
September 
October 


January 





Type A 
Type B 
N 


Total 


(b) Genital passages of patients. 
Hospital—1123 cases. 


August 
September 
October 
November 


> 
a 
SI 
=] 
oo 
2 
o 
q 


Type A 
Type B 
N 


Total 


District—533 cases. 





September | 
November 


December 
October 
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During the same period there is an increase of infection by 
haemolytic streptococci associated with a high pyrexial rate on 
the district. A study of individual cases and the examination of 
contacts indicate that this should not be regarded as evidence of 
infection via the attendant, but rather as an indication of contact 
with a variety of infective conditions at home. 


FACTORS IN THE DETERMINATION OF SEPSIS. 


Infecting. organism. All cases of pyrexia associated with 
haemolytic streptococci in the genital tract are included in this 
survey, but on a purely clinical diagnosis some would have been 
regarded as due to extra-genital causes. Those cases which are 
noted as ‘‘sepsis’’ gave a profuse growth of haemolytic strepto- 
cocci and a positive intra-uterine swab. In cases of mixed 
infection showing few colonies of streptococci it seems probable 
that the colon bacillus was of equal or greater importance as an 
infective agent. Except in two district cases blood-culture was 
negative. 

Seasonal incidence. There were no cases in hospital in 1933; 
five occurred in each of the following years. The combined 
figures for hospital and district show a maximal incidence in the 
autumn (August to October), the season during which the returns 
of the Registrar-General show the minimum of deaths from 
puerperal sepsis. 

Parity. Of the 27 patients affected, 10 were primiparae, six 
were secundiparae, eight had had four pregnancies or more. 

Difficult and complicated labour. This was a factor in eight 
of the hospital group. The one fatal case, however (No. 3), was 
a spontaneous uncomplicated delivery. On the district, labour 
was spontaneous in all cases; minor complications occurred in 
six cases. 

Economic circumstances. Patients attended on the district 
are, on the whole, at a lower economic level than those who 
are admitted to hospital. Only in four cases were the husbands 
in regular employment; three were irregularly employed, some- 
times earning a fair wage, sometimes drawing unemployment 
benefit; 10 had been out of work for varying periods. Four of 
the mothers had been in receipt of public assistance and extra 
nourishment; 10 were recorded as being in poor health during 
pregnancy. It seems probable that lower resistance to disease, 
as a result of malnutrition and anaemia, is an important factor 
in these cases. 
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Possibility of auto-infection. It appears that the risk of auto- 
infection was present in 15 cases. Four patients in hospital and 
II on district had pre-natal haemolytic streptococcal infection 
of the fauces or vagina, or both. In addition several patients 
with vaginal discharge showing a profuse growth of colon 
bacillus, proteus, or streptococcus viridans, may have had an 
autogenous infection in spite of the fact that the preliminary 
bacteriological examination was negative. 

Exogenous infection. Three patients in hospital and five on 
district were attended during labour by nurses in whom the throat 
swab was positive. One patient in the lying-in ward and several 
in the district were visited during the puerperium by nurses who 
were known to be occasional carriers. 

Two cases in hospital were believed to have been infected by 
one attendant. The nurse in question arrived in hospital for train- 
ing in August 1934, six months after enucleation of her tonsils; 
she brought with her a certificate of freedom from infection, but 
was not seen by the surgeon on the hospital staff. In September 
she was on duty in the labour wards for a week and conducted 
four cases of labour. When the first case of sepsis developed the 
attendant was examined and it was found that she had slight 
nasal catarrh and deep-seated infection of the ethmoid cells. 
In so far as differential tests could be carried out, the 
organisms isolated from patients and attendant appeared to be of 
similar type. 

The third hospital case was attended by a temporary carrier. 
The routine swabs were negative, and the temperature remained 
normal until the eleventh day. Haemolytic streptococci were 
found in the uterus when pyrexia occurred. It was not possible 
to determine the type of organism. 

On one occasion there seemed to be some ground for believing 
that a nurse who attended a patient in the lying-in ward might 
be the source of infection. The patient (case No. 9) was found 
on admission to have a vaginal discharge of recent onset, with 
an abundant growth of bacillus proteus. Pyrexia occurred on the 
fifth day, a scarlatiniform rash developed, and haemolytic strepto- 
cocci were found in vagina and uterus. The nurse who attended 
after delivery had infected tonsils but the organisms were found 
to be of a different type. There were no other carriers in contact 
with the patient, and it seemed possible that this might be a case 
of auto-infection by organisms acquired late in pregnancy. 

Of the five cases attended on the district by carrier-nurses two 
are included in the list of possible auto-infection, two had a 
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prenatal discharge, giving a growth of streptococcus viridans 
and bacillus coli which may have masked the presence of other 
organisms. During the autumn of 1935, when several cases of 
sepsis occurred, all nurses were examined, and all strains of 
haemolytic streptococci obtained were tested. It was impossible 
to establish any similarity of type except on one occasion when 
the nurse had developed a sore throat, apparently as a result of 
attending a patient with pharyngeal infection. 

On the district contacts were examined if possible, and in six 
cases positive swabs were obtained from relatives. 


PROPHYLACTIC MEASURES DEPENDING ON LABORATORY REPORTS. 


Staff. Nurses having positive swabs are examined by the 
aural surgeon at the earliest opportunity and receive appropriate 
treatment. 

During the three years, 1933 to 1935, 12 nurses had operative 
treatment for infections of the nose and throat; two had prolonged 
medical treatment; one, found to be a carrier of a virulent type 
of organism, was advised to discontinue her training. Nurses 
who are temporary carriers of streptococci of Type A are 
excluded from the labour wards, but may be employed in the 
general wards while undergoing medical treatment. 

‘ Patients. Patients having haemolytic streptococcal infection 
of nose or throat are examined and advised as to immediate or 
future treatment. When in hospital they are separated from 
other patients in the ward by means of glass screens placed 
between the beds. They use masks when suckling. 

Patients having haemolytic streptococci in the vagina or 
uterus are isolated; glycerine drainage is employed, sometimes 
with the addition of dettol. Serum is used in cases of difficult 
labour associated with known infection. Mechanical methods of 
induction of labour are not employed unless satisfactory cervical 
swabs have been obtained: if streptococci or colon bacilli are 
present, glycerine is instilled twice daily for some days before 
further examination is made. 


SUMMARY. 


Observations on the incidence of haemolytic streptococci in 
lying-in women have been continued over a period of six years. 
The figures for the past three years show that while the general 
morbidity in hospital and districts remains low the pyrexial rate 
associated with these organisms is higher on district than in 
hospital, 
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Co-ordination of clinical and laboratory work ensures that 
the presence of pathogenic organisms in patients or staff is known 
at the earliest possible moment and allows for the more speedy 
and accurate diagnosis of the cause of minor symptoms and rise 
of temperature. In the routine examination of nurses admitted 
for training it is found that a few individuals in each group 
harbour organisms which may be a source of danger. When 
definite focci exist appropriate treatment has proved effective. 

By the use of differential tests haemolytic streptococci have 
been classified in two types, A and B, which show a different 
seasonal incidence and a different pyrexial rate (vide Tables IT 
and III). . 

Details are given as to possible sources of infection and other 
factors involved in cases of puerperal infection (vide Table IV). 

In hospital cases the probable deciding factors were auto- 
infection, 1; auto-infection and complicated labour, 4; difficult 
labour, 2; infected attendant and complicated labour, 2; in- 
fected attendant, I. 

On the district the most important factors appeared to be in- 
fection in the patient or her relatives (13 cases), frequently 
associated with anaemia and general debility, the result of un- 
satisfactory social conditions. 

Prophylactic measures depending on bacteriological examina- 
tion should include: 


1. The effective treatment of infections of throat and nose in 
those who undertake midwifery. 


2. Isolation methods in hospital designed to protect the clean 
patient from any who are potential sources of infection. 


3. Pre-natal treatment of the potentially infected patient if 
obstetric operation is anticipated. 


4. Early post-natal treatment of the infected patient before 
symptoms develop. 


5. Immediate investigation of contacts if swabs taken early 
in the puerperium show that a patient who was previously 
negative has acquired a new infection. 
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Two Hundred Cases of Eclampsia treated with 
Magnesium Sulphate. 


A Preliminary Report 


BY 


Professor W. STROGANOFF and Dr. O. DAVIDOVITCH. 


From the Central Scientific Research Institute of Gynaecology and 
Obstetrics (Director: A. E. Tsatskin) and the Snegirev Lying-in 
Hospital (Director: L. L. Okintchits). 


THE administration of magnesium sulphate (MgSO,) in the 
treatment of eclampsia has lately become more widely spread. 
Authorities on pharmacology (Prof. Savitch) believe its narcotic 
and toxic doses to be closely approximate, being equal to 
1.5 gm. and 1.75 gm. to r kilogram of body-weight respectively. ' 
However, fatal issues have been observed to occur both in man 
and animals following the administration of considerably lower 
doses. 

Pe sg investigations carried out in Prof. Savitch’s 
laboratory have shown the administration of MgSO, to cause 
increased diuresis and a rise in the osmotic pressure of the 
blood as well as to reduce the oedema of the tissues. Prof. 
Mandelstann and Dr. Kaplun confirm the above data concerning 
increased diuresis and, in addition, have observed decreased 
blood-pressure. Dr. Levit states that an intravenous injection 
of 0.2 to 0.3 gm. of MgSO, to 1 kilogram of body-weight was 
always rapidly followed by the death of the experimental animal. 
In Prof. Louriet’s clinic post-mortem examinations of animals to 
which subcutaneous injections of approximately similar doses, 
i.e. from 0.01 to 0.1 gm. in the course of three to five days, 
had been given by Dr. Tibilova revealed changes affecting the 
parenchymatous organs, the observations having been confirmed 
in Prof. Ulezko-Stroganova’s laboratory. Prof. Stander likewise 
observed changes in the parenchymatous organs of animals 
following the administration of from 0.1 to 0.4 gm. of MgSO, to 
1 kilogram of their body-weight. 

However, clinical data in this connexion are of greater 
importance. Meltzer and Kocher administered repeatedly 0.3 to 
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0.5 gm. of MgSO, to 1 kilogram of body-weight in cases ot 
tetanus and were successful in effecting a cure.* 

Later American, and then European, physicians began to 
administer MgSO, in treatifig eclampsia, in which case consider- 
ably smaller doses (from 20 to 6.0 gm. given in one injection) 
proved to be effective. Foreign medical literature reports 449 
cases of eclampsia treated with MgSO;, the mortality among 
them being equal to 9.1 per cent. It should be noted that Mayes’ 
observed two cases in which death ensued rapidly following the 
administration of MgSQ,.: 

In the U.S.S.R.-.the treatment was first applied in Murmansk 
by. Dr. Popov and yielded highly satisfactory results, i.e. not 
one fatal case occurred out of 20 and a mild course was run by the 
disease. Later, the same method was applied by Dr. Derchinsky 
and Dr. Nikolaev, whose results were as favourable, but who 
failed to report statistical data. 

‘In Leningrad the method was first applied by Dr. Brovkin, 
who reports 114 cases of eclampsia treated with MgSO,, of which 
number five patients died.‘ Not one patient of the group was 
subjected to Caesarean section. However, the author does not 
clearly state whether or not he had any patients on whom 
the operation was performed owing to the inefficiency of the 
magnesium treatment. In one case the administration of MgSO, 
resulted in acute cyanosis, feeble pulse and laboured breathing, 
so that the:patient was at once given 10.0 gm. of a 5 per cent 
solution of calcium chloride intravenously. The above-described 
phenomena then disappeared and the patient recovered. 
Unfortunately, the writer does not describe the two cases in 
which the administration of the medicine was rapidly followed 
by death; apparently he attributes the fatal issue to the patients’ 
severe condition prior to the administration of MgSO,, but its 
effect naturally mene a very strong impression on those 
present. 

It is, ane obvious why Dr. Brovkin recommends that 
a 5 per cent solution of calcium chloride should be available 
when MgSO, is being administered, for it is known to be an 
excellent antidote against magnesium poisoning. 

‘Dr: Petrov-Maslakov and Dr. Alovsky have reported 92 cases 
of eclampsia with two deaths, and Prof. Tchertok has described 
Tg cases with one death. Hence, Russian medical literature 
mentions 245 such cases, of which number eight were fatal, i.e. 
the group showed a death-rate of 3.3 per cent. 

Even this brief account suffices to show that MgSO,, when 
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introduced parenterally, proves to have strongly poisonous 
properties which can cause, in some of the cases, the onset of 
severe phenomena and even death, and, therefore, should be 
administered in the presence of a physician, who must see that 
there is an antidote ready at hand. At the same time, it is 
evident that MgSO, is an efficient means of fighting eclampsia. 

Owing to the favourable impression produced by the above- 
cited reports, we decided, after discussing the problem with 
Professor L. L. Okintchits, to test the remedy, at the same time 
observing all the other conditions of the prophylactic method 
which we believe to be highly rational,’ and merely substituting 
MgSO, for chloral hydrate. 

As regards the dose to be administered, we were led to 
believe, after studying the literary data, that the one given by 
Dr. Brovkin, i.e. an average dose of about 6.0 gm. proved to 
be the most favourable. 

Owing to the fact that we recognized the possibility of 
magnesium producing a harmful effect, particularly if it were 
applied in larger doses and, at the same time, believed morphine 
to be the least dangerous remedy among the main medicines 
used in treating eclampsia, and also bore in mind its synergic 
effect with magnesium, we decided to give morphine as well. 
Our clinical observations definitely contradict the belief that 
morphine has a harmful effect in eclampsia. 

Even with respect to the foetus, its specifically destructive 
effect in eclampsia does not seem to be sufficiently proved though 
certain passing symptoms of poisoning caused by morphine have 
been occasionally observed. 

The same may be said of chloroform. According to Dr. 
Brovkin’s statement, Academician Kravkov admits that chloro- 
form has an injurious effect on parenchymatous organs, which is 
perfectly true of high concentrations of chloroform administered 
for a more or less protracted period of time, but in dilutions of 
from 7.5 to 9.0 gm. of chloroform to roo litres of air it fails to 
have any harmful effect even when administered uninterruptedly 
for several hours, as has been acknowledged by Kravkov himself. 
In eclampsia chloroform is administered but for short periods of 
time and after long intervals; in addition, so far as our 
calculations have shown, it is given even in lower concentrations, 
being mixed with larger quantities of air. Having conducted the 
treatment of over 1,500 cases of eclampsia with chloroform, we 
have so far never found it to have any harmful effect. 

It should be noted that in our earlier experience with the 
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administration of MgSO, we not infrequently gave insufficiently 
large doses owing to which fact we sometimes observed a 
fairly large number of fits. In nearly all the patients who had no 
less than six fits after the treatment was started, insufficient 
doses of MgSO, had been given, or some other condition of the 
prophylactic method had failed to be observed. The patient 
who died following the rupture of the lower segment of the 
uterus and had had 16 fits had been given only 2.6 gm. of 
MgSO,. Patient No. 11018, for the year 1935, who had 12 fits, 
was given only 12.0 gm. MgSO, in addition to venesection, in the 
course of which 350 gm. of blood were let. Patient No. 11385 
(1935), who had eight fits, received only 15 gm. of MgSO,, and 
venesection was performed as late as after the seventh fit. 
Patient No. 16197 (1935), who had six fits, was given only 
15 gm. of MgSO,, and venesection was performed after the sixth 
fit. Patient No. 17094 (1934) had seven fits, and venesection 
was performed only after the seventh fit. The treatment was 
carried out as follows: The patient was placed in a quiet, some- 
what darkened room under the constant observation of a trained 
nurse. Measures were taken to avoid anything which might 
disturb or irritate the patient, on the one hand, and contribute 
towards her sleeping on the other. In a short time following 
the fit, or on the patient’s being admitted to the hospital, she was 
given an injection of 0.015 to 0.02 gm. of morphine muriatic 
under light chloroform anaesthesia and was examined. In 30 
minutes’ time about 6.0 MgSO, were given subcutaneously, 
preferably 40 gm. of a 15 per cent solution. In an hour and a 
half (i.e. two hours after the treatment had been started) 
morphine was injected and then after another interval of 3} hours 
(i.e. 53 hours following the beginning of the treatment) 6.0 gm. of 
MgSO, were given again if there had been another fit, or about 
4.0 MgSO, if there had been none, and symptoms of its approach 
were absent. If delivery did not occur, 4.0 or 3.0 gm. of MgSO, 
were administered respectively after an interval of six and then of 
eight hours (i.e. in 113 and in 19} hours after the beginning of 
the treatment). 

If the fits did not cease the patient was given the full dose, 
i.e. 6.0 MgSO, (but no more than 24.0 in 24 hours). Venepunc- 
ture or venesection was performed and the membranes ruptured 
in each of those cases in which the patient was admitted to the 
hospital after having had no less than six fits, or three, or 
even two, but excessively severe fits, in spite of her receiving 
due treatment. It is of the greatest importance to keep the 
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patient warm and preferably lying on her right side, as well as 
to administer oxygen following a fit, and ensuring that the room 
is duly ventilated and the patient is breathing as regularly as 
possible. 

The number of patients suffering from eclampsia and treated 
in both hospitals was 201. Among them eclampsia developed : 
during pregnancy in 42 cases (20.9 per cent), during labour in 
IIO cases (54.7 per cent), following delivery in 49 cases (24.4 
per cent). Of this number 72 patients were emergency cases 
(35.8 per cent), while the other 129 patients (64.2 per cent) were 
booked cases. The number of primiparae was 179 (89.1 per 
cent. The number of primigravidae was 163 (81.1 per cent), 
that of multiparae, 22 (10.9 per cent). One hundred and 
ninety-one women (95 per cent of the patients) had one foetus, 
the remaining Io patients (5 per cent) had a multiple pregnancy. 
Ten of the patients were admitted from other hospitals, and one 
among the 10 was a fatal case (10 per cent). One patient left 
the hospital with a living foetus after the fits had been interrupted, 
and after some time re-entered the hospital in labour, not having 
had any more fits, and gave birth to a stillborn child. 


DETAILS OF DEATHS. 


Of the 201 cases six patients (3 per cent) died. 

(x) Rupture of the lower segment of the uterus. Podalic 
version, delivery with manipulation by hand and separation of 
the placenta by hand. She had had 16 fits and had been given 
only 2.6 gm. of MgSQ,. 

(2) Had only one fit. Developed pneumonia and died two 
months later from a subdiaphragmatic abscess. The other four 
patients who died had a multiple pregnancy, one of them had as 
many as three foetis. 

(3) S.S. was blind and extremely emaciated. She had only 
one fit. The first foetus presented by the breech and delivery was 
achieved with assistance by hand. The second foetus was 
extracted by podalic version. Haemorrhage with loss of about 
700 to 800 gm. of blood. Death ensued five hours after delivery. 
This patient received only 13 gm. of MgSO,. Post-mortem 
examination revealed secondary cirrhosis of kidney affected with 
nephrosis, general anaemia, hypertrophy, myofibrosis and dila- 
tation of the left ventricle of the heart, multiple haemorrhage 
beneath the capsule of the liver, acute toxic condition. 

(4) Tsh. had two fits. Received 6 gm. of MgSO,. The first 
foetus had presented by the breech, and was delivered with assist- 
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ance by hand; the second foetus was extracted by podalic 
version; the third foetus was born naturally. Patient died nine 
hours after delivery with symptoms of progressive heart failure. 
Clinical diagnosis, shock. Post-mortem examination revealed 
haemorrhagic foci and necroses in the liver, pyelonephrosis, 
parenchymatous and adipose degeneration of the heart and liver, 
adhesions and atelectasis of the lungs, induration of the spleen. 

(5) This patient also had only two fits, one outside and the 
other in the hospital. Received 12 gm. of MgSO,. Early rup- 
ture of the membranes when the os was dilated to about 3 cm., 
metreurysis, podalic version and extraction of the first and second 
foetis, haemorrhage, separation of the placenta by hand. Death 
ensued four hours following delivery with symptoms of shock. 
Post-mortem examination revealed acute loss of blood, rupture 
of the cervix uteri on the left, haemorrhage beneath the capsule 
of the liver, into the mucosa of the bladder, and into the endo- 
cardium, pyelonephrosis, adhesive pleurisy, status thymicus. 

(6) This patient had only three fits following twin delivery. 
Received 6 gm. of MgSO, and pantapon. Death occurred two 
days later; patient’s temperature was 104°F. and she had 
oedema of the lungs. Post-mortem examination revealed 
nephroso-nephritis, haemorrhage beneath the capsule of the liver, 
nutmeg liver, parenchymatous and adipose degeneration of the 
heart, oedema and hyperaemia of the lungs, adhesive pleurisy. 

It should be noted that out of the ro patients with multiple 
pregnancy four died in labour. The fact produced so strong an 
impression on one of us that the next case of eclampsia in a 
patient with a multiple pregnancy was given treatment with 
chloral hydrate. 

The post-partum period was observed to run a normal course 
in 126 of the cases (62.7 per cent). The number of patients who 
developed morbid conditions was 75 (37.3 per cent), the latter 
being as follows: Endometritis 24, puerperal ulcers 4, perime- 
tritis 1, pyosalpingitis 1, metastatic bacteriemia 1, abscess follow- 
ing the administration of MgSO, 2, suppuration of the wound 
following Caesarean section 2, separation of the sutures of the 
perineum 2, pyelitis 7, cardiac decompensation 1, meningo- 
encephalitis 0, shock 2, fever without definite localization 7, cystitis 
7, paracystitis 1, mastitis 3, subinvolutio uteri 7, psychosis 4, 
tonsillitis 2, bronchitis 2, dry pleurisy 1, pneumonia 2, haemor- 
rhagic colitis I, nephritis 1, rupture of the uterus 1. 

The number of children born in the two hospitals was 212, 
and among them 167 (78.8 per cent) left' the hospital- Thirty 
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were stillborn and 15 died following delivery, making a total of 
45 (21.2 per cent). Of this latter number 20 weighed under 
4} lb., which reduces the mortality among children to 11.8 
per cent. 

Besides the mortality and morbidity affecting mothers and 
children the main factor indicating the efficiency of this or the 
other method of treating eclampsia is the number of fits which 
occur after the treatment has been started. The arguments in 
favour of this statement are as follows: 

(1) Eclampsism differs from eclampsia only inasmuch as it 
is not accompanied by fits; yet the mortality in eclampsism, 
including the so-called cases of ‘‘eclampsia without fits’’, is 
approximately equal to nil, while in eclampsia it is even now as 
high as 10 to 20 per cent with a number of physicians. 

(2) The destructive effect of every fit on the patient’s organism 
is beyond doubt; hence the statement that each fit brings a 
patient nearer her end is rightly considered to be correct. 

(3) Death occurring after the first fit, or in connexion with 
one or two fits, merely confirms the effect produced by a fit. 
If the patient is weak, and her heart and vascular system are 
defective, it is natural that'she cannot resist the destructive effect 
of even the first fit. Among our patients we had some whose 
condition was more or less satisfactory before the onset of the 
fit but who were instantly killed by the first fit. More frequently 
we had occasion to observe that following a number of fits a 
woman died in the course of the last one from paralysis of the 
heart or of the respiratory centre, or from haemorrhage on the 
brain. 

(4) The main argument against this paramount importanc? 
of fits is that there are cases of recovery after 100 and even 200 
fits. This, however, in no way contradicts the above statement. 
These women were, apparently, exceptionally strong, and, 
moreover, the fits must have been mild and short-lived, so that 
their destructive effect failed to overcome the defensive forces 
of the organism. 

(5) Extensive statistical data confirm the fact that, ceteris 
paribus, the larger the number of fits the higher the mortality. 
Therefore, in estimating the efficiency of a method this point 
should always be made clear. 

Among our patients fits were interrupted following the first 
administration of MgSO, in 136 cases, or in 67.7 per cent of the 
patients, and continued in 65 cases, i.e. in 32.3 per cent. The 
total number of fits which developed following the administration 
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of MgSO, was 204, an average of one fit to a patient. We do not 
doubt that a more careful application of the method will greatly 
reduce their number and consequently the mortality among such 
patients. In Dr. Brovkin’s experience the number of fits was 
larger—2.5 to a patient (287 and 114 respectively). Dr. Petrov- 
Maslakov and Dr. Alovsky observed a very great number of fits 
in the course of the treatment applied, an average of 7.7 fits to 
a patient. Unfortunaely, however, they do not state the number 
of fits they observed when MgSO, was given. 


The above-mentionod authors do not seem quite right in calculating 
the mortality in cases treated after Stroganoff’s method to be equal to 17.4 
per cent, for in two of the cases they applied Delmas’s method—which 
has been rejected by Stroganoff and which resulted in one fatal issue. In 
another of the fatal cases they used the forceps for the extraction of a 
dead foetus instead of craniotomy as recommended by Stroganoff. The 
method should rather be named that of Stroganoff-Petrov-Maslakov. 

The same authors are still more mistaken in concluding that the early 
rupture of the membranes has yielded unsatisfactory results. The data 
they report show that delivery was completed on the average in 10 hours 
37 minutes following the rupture, in spite of the fact that all the four 
patients were primiparae and that two of them had had the membranes 
ruptured during pregnancy. We believe such results to be highly 
satisfactory and even brilliant. 


Unfortunately, the above results cannot be compared with 
those effected by chloral hydrate, for in the latter case the fits 
were counted beginning with the first injection of morphine, and 
the check-up has shown that fits were interrupted in 4o per cent 
of the cases, following which chloral hydrate was given every 
hour. It would have been more gratifying to have drawn a 
comparison under equal conditions. 

The duration of the patient’s stay at the hospital was 13.7 
days. Sixty-nine of the patients, i.e. 34.3 per cent, had delivery 
without surgical interference, and 132 patients (65.7 per cent) 
were subjected to the following operations: Caesarean section, 
two cases (one because of narrow pelvis the other because of 
atresia of the vagina), forceps 54, early rupture of the membranes 
73, blood-letting (mostly by venepuncture) 56, bringing down 
the foot 4, assistance by hand in breech presentation 7, podalic 
version and assistance by hand 4, extraction by the buttocks 1, 
version (Braxton Hicks’s method) 1, metreurysis 5, perforation in 
case of a dead foetus I, perineotomy 16, separation of the 
placenta by hand 8, suturing of the ruptures of the perineum 51; 
total, 283 cases. 
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In summarizing our investigations and observations we can 
say that MgSO, is a powerful means of fighting eclampsia, and 
that it seems highly probable that we shall succeed in reaching 
the ideal we have aimed at, namely to reduce the mortality in 
eclampsia below 0.5 per cent for patients who are not far 
advanced and in whom severe complications are absent, and to 
2.5 to 4 per cent including such cases as these. 

The question whether magnesium sulphate is more efficient 
than chloral hydrate in treating eclampsia so far remains 
unsolved; however, we can state that its effect in interrupting the 
fits is certainly stronger, which can be accounted for by its being 
introduced parenterally. But the question arises whether a similar 
result would not have been attained if chloral hydrate were to be 
given, not in an hour’s time following the injection of morphine, 
but in 30 minutes, as was the case with the administration of 
MgSO,. 

Certain drawbacks connected with the administration of MgSO, 
should, however, likewise be noted. 

(1) In some cases, though rarely, the remedy is found to 
cause threatening symptoms of poisoning, which may even lead 
to a fatal issue if an antidote is not administered. Having 
administered morphine in over 200 cases we never once observed 
these phenomena, whereas Dr. Brovkin had at least one such 
case in his 114. This consideration makes it necessary to 
acknowledge that MgSO, can only be administered providing a 
physician is present and an antidote ready at hand. 

(2) The abscesses which may occur on the site of the injection 
and which delay recovery for weeks, sometimes causing other 
unpleasant complications, are another disadvantage of the 
method. We have had this complication in two cases of eclampsia 
and in one case of eclampsism outside this group. Theoretically, 
we believe stronger solutions to be more apt to cause abscesses 
and, therefore, consider a 15 per cent solution of MgSO, to be 
preferable to a solution of 20 per cent or 33 per cent. As 
subcutaneous abscesses are of less importance than abscesses in 
muscles we prefer to introduce the MgSO, solution subcutaneously 
(in the case of eclampsism it was introduced into the muscle). 

(3) Both our own observations and literary data seem to ind:- 
cate that the nervous system is more severely affected by this 
method of treatment than if chloral hydrate is administered. 
Thus, we have had 2 per cent of psychoses among patients 
of this group and only 1 per cent among those treated with 
chloral hydrate. Dr. Brovkin reports four cases of psychoses 
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and four cases of frenzy (Tobsucht), which makes up 7.2 per 
cent of the cases subjected to the treatment. It is possible that 
morphine, being a nervous sedative, contributes towards reduc- 
ing the psychic trauma. 

(4) We were surprised to observe so high a mortality among 
women having a multiple pregnancy (four fatal issues out of a 
total of 10 cases). Whether this was accidental or whether it is a 
regular phenomenon will be seen from further observation. 
Believing MgSO, to be a strong poison, we may suppose it 
to have an exceptionally destructive effect on the weakened 
organism of a multipara who is pregnant. However, the small 
doses of MgSO, received by the patients in question speak rather 
in favour of the high mortality being a casual occurrence. 

(5) The number of haemorrhages observed in the Institute 
was very high, i.e. eight out of the 29 cases of eclampsia which 
developed during pregnancy or labour. Albumin was also found 
to be present in the urine for a longer period of time following 
delivery. One patient had 3.3 per cent albumin on the eighth 
day, another 1.98 per cent on the nineteenth day. In this latter 
case the most careful anamnesis failed to reveal anything except 
a copious and unsuitable diet during pregnancy. However, 
these cases are so few that they are reported here only as a 
subject for further observation. 

We should like to note with satisfaction that Caesarean sec- 
tion, an operation which deforms a normally built woman and 
threatens her with severe consequences, is scarcely ever used as a 
means of fighting eclampsia. We have conducted the treatment 
of over 1,000 cases of eclampsia without resorting to it. 

Further investigations with respect to the treatment of 
eclampsia with MgSO, are quite indispensable, and we believe 
that they should be carried out along two lines: treatment with 
MgSO, in combination with morphine and chloroform, and 
treatment with ether and without morphine. It it very sad that 
planned collective investigations along these lines which might 
have solved the problem within two or three years, as has been 
suggested by Stroganoff, have been rejected by Prof. Scrobansky, 
Genter, Glebov and Tsatskin. 

It should be noted that the Institute and the Snegirev Lying- 
in Hospital have the most severe cases directed to them not only 
from private flats but from other lying-in hospitals as well. 
Among the group in question we had ro patients from lying-in 
hospitals, and of their number one case was fatal, which makes 
up a 10 per cent mortality, while the other 191 cases had only 
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five fatal cases among them, which is equal to a mortality of 
2.6 per cent, i.e. reduces mortality almost four times. 

These data, as well as others previously stated, are a convinc- 
ing proof of the fact that eclampsia has been conquered and that 
due treatment can reduce its mortality below 0.5 per cent for 
initial cases and to 2.5 to 4 per cent for advanced and infected 
cases. 

By this we do not mean that eclampsia can only be treated 
with the medicines above discussed. On the contrary, as soon 
as a Maximum success is achieved with the last remedy sug- 
gested on a material of 300 to 500 cases, it will be desirable to 
test less harmful medicines, such as hedonal, veronal, luminal, 
and pernocton, which, on being combined with the instructions 
of the prophylactic method, may yield still better desults. So 
far we are able to recommend for general use only the prophy- 
lactic method with chloral hydrate, or by way of test the same 
method with MgSO,, providing the latter is administered in the 
presence of a physician and its antidote is ready at hand. 
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Subacute Endocarditis and Pregnancy 


BY 


D. J. MacRag, M.B., F.R.C.S. (Edin.), M.C.O.G. 


From the Obstetrical and Gynaecological Unit of the British 
Postgraduate Medical School, London. 


PREGNANCY in association with subacute endocarditis is a rare 
disease. Cases have been reported with clearly established 
diagnosis only in recent years. It is not to be assumed, however, 
that there has been an increased frequency of the condition such 
as affected the male population in the post-war years; it is rather 
to be considered that hitherto the disease has not been assiduously 
sought for during pregnancy. When previously so described, 
as in the cases mentioned by Osler in his Goulstonian lectures of 
1885, and also in such cases as reported by Croom in 1906,' 
there have not been, it is said, sufficient data to confirm 
authenticity. 

Findley’ is recognized to have given an account of the first 
case occurring during pregnancy in which the diagnosis was 
beyond doubt. In 1g2r he reported a case of a woman who 
had enjoyed good health until the third month of pregnancy 
when she began to complain of pains in the ankle, hip and 
shoulder joints, loss of flesh, nervousness and palpitations, 
shortness of breath, chills and irregular fever. She was found 
to have a cardiac lesion and the streptococcus viridans was 
isolated from the blood. She died at the nineteenth week of 
pregnancy from acute nephritis and uraemia. Three weeks 
before death termination of the pregnancy was advised and 
performed by the vaginal route. The only area of focal sepsis 
found was that of the nose, from which there was a chronic 
muco-purulent discharge. 

Two cases were described by Walser*® in 1928, in one of 
which there was a history of previous rheumatic infection. This 
patient was admitted to hospital when six and a half months’ 
pregnant, and gave a further history of anorexia, night sweats, 
headaches, mental slowing, insomnia, coughs, and numbness 
of the extremities. Examination revealed a systolic mitral 
murmur, petechial spots on the fingers, blood and albumin in 
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the urine. Positive cultures of the streptococcus viridans were 
found, and the teeth were carious. A living child was born after 
a normal labour at term; blood from the umbilical cord con- 
tained the streptococcus viridans. One week later, however, 
these organisms were not found in the child’s blood, and it 
continued to make good progress. The patient died one month 
later—weak, without spirit, and exhausted. Post-mortem the 
heart, the spleen, and kidneys were found to be involved, and 
thrombosis of uterine veins. 

Walser’s second patient, seen at the sixth month of pregnancy, 
showed cardiac signs, fever, and renal pain, fatigue and embolic 
phenomena. The streptococcus viridans was cultured from the 
blood; non-haemolytic streptococci predominated in cultures from 
the throat; the teeth were carious. Labour commenced five 
weeks from term and a living child was delivered spontaneously, 
which, however, died the following day. Post-mortem examina- 
tion revealed multiple infarction of the brain, and from the heart 
blood was isolated a non-haemolytic streptococcus similar to that 
found in the mother’s blood. Treatment of the mother with rest, 
blood transfusion, and sodium cacodylate, proved of no avail; 
she remained apathetic, had intermittent fever, and died several 
months later. 

Kobacker,* in 1930, described another case of this disease, 
which he watched from early pregnancy. It emphasized the 
factors of the previous history of rheumatic infection, the joint 
pains, the irregular fever, and the embolic phenomena. The 
patient’s condition became very bad near term, and she had 
a cerebral embolus. Caesarean section was performed, and a 
living child was delivered. Blood-cultures from the umbilical 
cord gave a haemolytic streptococcus; but one week later cultures 
of the child’s blood were negative. The mother died four days 
after delivery. 

Writing on ‘‘The Heart in Pregnancy,’’ Reid’ mentions a 
case of abortion during a febrile disease which proved to be due 
to the streptococcus viridans. The patient died five months after 
the abortion. 

Finally, Mengert,® in 1933, added two further cases to the 
literature. Case 1, the patient, watched from the sixth month 
onwards, delivered herself spontaneously at term of a living 
child. The child’s blood was not examined. The mother died 
at home some time later. Case 2, the patient was admitted 
during the ninth month of pregnancy, with four weeks’ history 
of malaise, fever, loss of weight, and pain in the right renal region. 
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There was a systolic cardiac murmur, and tenderness was found 
over the spleen and the right kidney; streptococcus viridans, 
absent from the blood before delivery, was present after it. The 
child was delivered spontaneously at term; blood-cultures were 
not taken. The mother died 51 days later. 

During the past year two cases of this condition were admitted 
to the Obstetric Department of the British Postgraduate Medical 
School, Hammersmith Hospital, L.C.C. 


Case I. 

Mrs. M. J., aged 27 years, nullipara. Admitted on July 7th, 1935, at the 
twenty-sixth week of pregnancy with (1) oedema of the legs, (2) breath- 
lessness, (3) cough, (4) marked anaemia. Temperature 97.4°F., pulse-rate 
94, respiratory-rate 20. Previous health said to be good. Examination 
of heart revealed a systolic murmur at the mitral area, and a soft diastolic 
murmur; moist sounds at bases of both lungs with diminished air entry; slight 
enlargement of the liver. 

Blood-count. Red blood-corpuscles, 3,500,000; haemoglobin, 68 per cent; 
C.I. 0.97 per cent, leucocytes 8,000 (polynuclear neutrophils 68 per cent, 
lymphocytes 31 per cent, large mononuclears 1 per cent). 

On July 8th, 1935, there was an evening temperature of 99.8°F., and 
the patient complained of soreness of throat; fauces were found to be 
congested. Breathlessness was now very obvious, even although the 
patient had been confined to bed. Throat swabs and a blood-culture were 
taken. 

July goth, 1935. Blood-culture. Pure growth of streptococcus viridans 
found. Throat swabs (right and left). Streptococcus viridans present in 
preponderance (with Neisseria catarrhalis and haemophilus). 

July roth, 1935. Blood-culture repeated with same findings as before. 
Temperature 98.8°F. 

July rth, 1935. Urine: Organisms nil, reaction acid, blood positive. 
albumin 90 mgm. per 100 c.c., acetone bodies nil, sugar trace, FeCl, negative, 
bile negative; microscopic examination: red blood-corpuscles +++, pus 
cells +, hyaline and granular casts. 

Between July 11th and 17th, 1935, the temperature did not rise above 
normal; the patient’s cough, however, became more troublesome, but 
respirations just varied between 20 and 26. The pulse-rate remained 
irregular between 92 and 108. Oedema of legs less, but patient still 
dyspnoeic. Extreme mental apathy and diffidence prominent. 

July 18th, 1935. Had acute and severe pain in the chest at 6 a.m., 
and became more dyspnoeic and cvanosed. Oxygen and coramine given. 
but patient died three-quarters of an hour later. 


Post-mortem Findings. 

Thorax. A little free fluid in both pleural cavities. Both lungs showed 
severe universal oedema with congestion at bases; early hypostatic broncho- 
pneumonia at both bases and some collapse at right base. 

Pericardium healthy. Heart, slight enlargement and some dilatation of 
all chambers; there was not any hypertrophy except slight of left auricle 
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Tricuspid and pulmonary valves, healthy. Mitral cusps, a little old patchy 
thickening without stenosis, and the left auricular endocardium near the 
valve also showed a little thickening. The auricular surfaces of both mitral 
cusps and a patch on the left auricular endocardium continuous with this 
showed extensive areas of flat pale vegetations, no individual vegetation 
being very large. Chordae tendineae, a little old thickening, no recent 
vegetation. Aortic valves healthy. Myocardium pale, rather soft and 
friable, but no old fibrosis. Coronary arteries and aorta, healthy. 

Abdomen. Small quantity of free straw-coloured fluid. Liver consider- 
ably enlarged, nutmeg appearance of chronic venous congestion (weight, 
3,700 gms.). Pancreas and suprarenals healthy. Spleen, moderately enlarged; 
no naked-eye infarcts. Both kidneys rather swollen, capsules normal, deep 
congestion of outer and cut surfaces; pelves and ureters healthy. Uterus 
healthy, enlarged to 28 weeks’ pregnancy. Female foetus; placenta healthy. 
Foetus—heart and cord-blood—no organisms on culture; foetal organs 
healthy; no endocarditis. 


Microscopic Examination. 

Mitral cusps. Chronic endocarditis of rheumatic type with fibrosis; 
lymphocytic and large mononuclear infiltration and superadded marked 
septic endocarditis; numerous polymorphs invading the valve substance and 
much granulation tissue, and organizing septic thrombi on both surfaces 
of the valve. Innumerable cocci in the vegetation—some in clumps, others 
in chains. 

Left auricle. Old thickening of endocardium; some fatty infiltration of 
the muscle; left ventricle near mitral area, old thickening of endocardium 
with some organized thrombi and some areas of fine fibrosis. 

Liver. Extreme distension of sinusoids throughout, with excess poly- 
morphs and mononuclears in their lumina. Marked prominence of connec- 
tive tissue of their walls and great proliferation of Kuppfer cells. Com- 
pression of hepatic cells. 

Kidneys. Some arterosclerosis. Degeneration of tubules with poly- 
morphs and occasional casts in their lumina. Interstitial foci showing 
polymorphs and some lymphocytes periglomerular and otherwise. Intense 
congestion everywhere. Glomeruli with swelling of capillary basement 
membrane and proliferation of endothelial cells. Numerous polymorphs and 
occasionally cocci present. An acute and widespread focal embolic 
nephritis. 


Case II. 

Mrs. M.C., aged 27 years, 4-para. Admitted on July 2gth, 1935. 
Patient walked into hospital at 7 p.m. saying that she had not felt well 
that day. She had been attending the antenatal clinic since the thirtieth 
week of pregnancy. Nothing abnormal found, except that one week prior 
to being admitted patient was noticed to be very pale and obviously tired. 
She then refused to come into hospital. Previous illnesses: Tonsillectomy 
at 14 years of age and St. Vitus’s dance during her first pregnancy. 

Obstetric history. All the pregnancies were at term. The first was 
complicated as above, the second normal, the third vaginal prolapse present, 
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and the fourth, ante-partum haemorrhage at term; retained placenta. The 
foetus survived in each case. 

State on admission. Looking ill, tired and exhausted; marked pallor. 
Temperature 97.6°F., pulse-rate 56, respirations 20. Abdomen, no tender- 
ness, uterus flaccid, vertex, left occipito-anterior, foetal heart 132. Heart 
and lungs, no positive findings. Urine, three ounces passed, albumin nil. 
Patient slept well that night. 

July 30th, 1935. Patient’s general condition the same this morning; 
temperature 97.6°F., pulse-rate 60, respirations 20. From now onwards, 
however, condition rapidly changed. Vomiting commenced, clear and 
copious, and continued at frequent intervals. Patient’s sallow colour changed 
to yellow. Abdominal condition same, foetal heart good. Catheter passed, 
no urine obtained. Patient slept well during that afternoon, except for 
occasional sickness. 4.15 p.m., temperature 98.6°F., pulse-rate 86, respira- 
tions 20. 5.15 p.m., there was a dramatic change. The patient suddenly 
complained of vague lower abdominal pain, became restless with obvious 
signs of shock; pulse-rate 140, weak and running; abdomen firm, uterus 
tense and tender; foetal parts could not be palpated. Concealed accidental 
haemorrhage diagnosed, morphia gr. 14 given. Intravenous glucose saline 
started, 500 c.c. given. Patient’s condition improved slightly. Caesarean 
section decided upon; patient’s condition had rallied by 8.30 p.m. 

Abdomen opened under gas-and-oxygen anaesthesia. The uterus was 
tense, distended, very congested and dark blue in colour. On _ incision 
much dark blood welled out from the uterine wound. A fresh dead 
foetus was delivered, and the placenta, which was separated off the uterine 
wall by a large retroplacental blood-clot, extracted; 1 c.c. of pituitrin was 
given into thigh of patient, but the uterus remained inert and flabby and 
failed to contract; a rapid subtotal hysterectomy was, therefore, performed. 
Post-operative oxygen and stimulants given, but patient failed to respond, 
and died at ten o’clock that night. 


Post-mortem Findings. 

Thorax. Pleura healthy. Both lungs, marked congestion and oedema 
with just a trace of broncho-pneumonia at right base. Pericardium healthy, 
except a few small patches at base of heart posteriorly. Heart slightly 
enlarged; mitral valve showed the only important change, one portion of its 
circumference showed a marked old thickening with similar change and 
shortening of the related chordae tendineae and with fibrosis of the tips 
of the papillary muscles. Rest of valve and its chordae tendineae normal. 
On the auricular surface of the thickened and diseased part of the mitral 
valve there was a pale vegetation, flat and nearly 1 cm. in size and firmly 
adherent at its base. Heart much congested; no obvious degeneration nor 
evidence of old fibrosis. 

Abdomen. Liver small (1,470 grams), pale yellow and friable. Spleen 
pulp, soft, diffluent, grey-red in colour. Right kidney, capsule stripped 
easily, outer surface of cortex smcoth and pale yellow, also shown on 
section and with evident extensive tubular degeneration, well demarcated 
from the medulla. Vessels not thickened; perivascular fat not increased. 
Left kidney, similar changes. Pelvis and ureters both moderately dilated. 
Bladder, two ounces of turbid urine present. 
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Microscopical Examination. 

Affected valve and vegetations showed marked old hyaline thickening 
with a few lymphocytes and a little evidence of acute inflammatory organiza- 
tion commencing at base. Vegetations definitely ante-mortem. Gram 
sections revealed Gram-positive cocci mostly in pairs, a few in chains. 
Valve culture, an almost pure culture of streptococcus viridans. 

Liver. Characteristic changes of acute toxaemia; normal architecture 
of the cell destroyed and granular basophilia of cytoplasm. No focal 
necrosis, haemorrhages, or cellular infiltrations. $ 

Kidney. Marked degeneration of convoluted tubules; little interstitial 
change except congestion of intertubular plexus in the cortex. Slight pro- 
liferation of endothelial cells in the glomeruli and slight hyaline thickening 
ot their basement membrane. 

Placenta and uterus. Haemorrhage and thickening of placenta. 
Penetration of blood into uterine musculature and fairly considerable 
oedema of the muscle, and some round-celled and a little polymorph and 
eosinophil infiltration. 

Lungs. No important changes. 


Points of Note about Case I. 

Typical beginning of breathlessness, oedema of the feet, tiredness, and 
pallor out of proportion to blood-count. The sore throat with ? the 
causative organism; the irregular temperature and sweating; the absence of 
arrhythmia (vide Libman,’ Blumer,* Horder®). The positive blood-cultures 
and embolic phenomena of kidneys. The death from heart failure and the 
finding of a chronic valvular lesion with superimposed infection, and the 
presence of the organism in the heart-valve. The sterile foetal blood- 
culture. Enlarged spleen (vide Starling!®). Characteristic glomerular changes 
in the kidneys (vide Baehr and Gaskell!?). 


Points of Note about Case II. 

The unsuspected presence of subacute bacterial endocarditis. The pre- 
monitory pallor, exhaustion, and the rheumatic history; the presence of 
active thrombi, and the streptococcus viridans in the diseased valves. The 
tulminating course of the utero-placental apoplexy, and the rapid changes 
in the liver; the previous history of accidental haemorrhage. The rarity of 
the combination of the two diseases. The extensive haemolysis of the 
uterine vessels may conceivably have been due to the streptococcus viridans. 


AETIOLOGY AND DIAGNOsIS. 


In considering the aetiology of subacute bacterial endocarditis 
it may, at the outset, be noted that acquired and congenital heart 
disease are predisposing factors (Blumer, Osler, Horder). The 
source of the infecting agent in most cases is the mouth or 
intestine and, occasionally, the genital tract. Cameron” cites 
the teeth and tonsils as important sources. The streptococcus 
viridans is sometimes commensal in the throat and, in one of 
the cases described, the identical organisms were isolated from 
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the fauces, the blood-stream, and the heart-valve. Gladys 
Wauchope" reports three cases in which the wholesale extraction 
of teeth seemed to have given rise to the infection. The possi- 
bility of such a source has been further corroborated by Elliot 
and Okell,’* who found that a bacteriaemia of the streptococcus 
viridans type, and lasting about 15 minutes, occurred after 
multiple dental extractions in 75 per cent of the cases they inves- 
tigated. The significance, therefore, of circulating organisms in 
the presence of a damaged heart-valve is at once apparent. 


The relation, too, of debility to the disease has been pointed 
’ out by Gladys Wauchope.’ In a series of cases described in 
1925 she showed how the increased incidence of the disease in 
ex-soldiers during the post-war years was due to a lowering ot 
resistance owing to the strain and privation of military service. 
Again, in 1929, this same observer, reporting a series of 200 
cases, attributed to pregnancy a possible starting point in five of 
them. It is not reported whether there were in these five cases 
old-standing heart lesions, but it can well be imagined that the 
lack of nourishment so commonly encountered during pregnancy 
may of itself play a like part in allowing the establishment of 
this disease. 


In the diagnosis of the condition it is emphasized that more 


than one positive factor must be found, and in a true case, as 
MacKenzie’* stated in relation to heart disease in general, there 
is always more than one sign. The finding of the organism in 
the blood-stream, for instance, is not enough, as a bacteriaemia 
is typically transient and may subside without damaging the 
heart. The disease is made manifest by a preponderance of 
signs and, as Osler’’ has stated, the association of a chronic 
carditis, embolic phenomena, irregular fever, positive blood- 
culture, is to be regarded as suggestive; and it appears symptom- 
complex of anorexia, fatigue, languor, lassitude, mental aberra- 
tion and loss of weight is prominent. This slow deterioration ot 
the sensorium seems, indeed, an outstanding feature in the 
progress of the disease towards its fatal end. 


The fact, however, that there are numerous non-febrile periods 
during the course of the disease, and also that in a great number 
of cases death is due to heart failure, may mean that within 
the short time of hospital observation in a patient dying of heart 
disease during pregnancy, the possibility of subacute endocarditis 
being present may not be sufficiently considered. One of the 
cases recounted above has a bearing on this point. Further, it 
is not uncommon for rheumatic infection of the heart-valves to 
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become activated in the late third and early fourth decades of 
life; and many cases with irregular temperature, embolic 
phenomena and active valvular thrombi and ending fatally 
during pregnancy, have been ascribed to this disease. There is, 
nevertheless, little doubt that if blood-cultures were taken, and 
microscopic section and culture of the heart-valve and its thrombi 
were made post-mortem in those cases, the haemolytic strepto- 
coccus of the viridans type would not infrequently be found. 


PROGNOSIS AND TREATMENT. 


Recovery in subacute endocarditis is a rare event, yet one 
which certainly occurs at times, even when the diagnosis is 
beyond doubt (Horder). Libman, reporting a series of 200 
cases, records at least 10 recoveries. 

In approaching a case associated with pregnancy, therefore, 
it should be the constant endeavour, while entertaining provident 
fears in regard to recovery, to consider and to prolong the life 
of the mother. 

There is a definite place for prophylaxis in the treatment of 
subacute bacterial endocarditis. Carey Coombs’* showed how 
lowered resistance made soldiers, even with healthy hearts, sus- 
ceptible to valvular infection. During pregnancy also, when only 
too often the maternal reserves are depleted, a similar state of 
susceptibility may arise. Methods should, therefore, be taken by 
strict antenatal supervision and guidance to remedy this need, 
and when an old-standing valvular lesion is present such treat- 
ment is the more necessary. 

Cameron advises the eradication of septic foci, but com- 
mensal organisms, as for instance in the throat, may apparently 
await in curious complaisance against the day of lowered resist- 
ance of their host. Nothing unusual is seen on examination, but 
when soreness of the throat has occurred, the risk of blood- 
infection has already taken place. 

Again, the risks of inducing a bacteriaemia in removing 
septic teeth and the fact that dental caries is common with preg- 
nancy are of significance; and when an endocardium with 
impaired resistance is already present, it may well supply the 
nidus for a circulating organism. It is important, therefore, first 
to ensure that the patient’s general condition is satisfactory 
before advising the gradual eradication of septic foci; multiple 
extraction of infected teeth is to be condemned. 

Of specific treatment there is none, but the exhibition of 
intravenous sodium cacodylate (Capps'*) or mercurochrome 


307 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


(East and Bain) may be attended by success. Fresh air. 
symptomatic treatment, and, if possible, exercise, are also 
indicated. 


THE OBSTETRIC ATTITUDE. 


The frequency with which this subacute endocarditis ends in 
heart failure is of profound importance in relation to its further 
complication by pregnancy. The added burden on the heart by 
the growing uterine tumour may itself be sufficient to precipitate 
an early crisis in the course of the disease. When it is further 
realized that there is a definite risk of the pregnancy’s ending in 
abortion or early premature labour, it may well be considered 
that to allow pregnancy to continue may imply the imposing of a 
fruitless burden on a crippled patient; and the fact that the 
recovery, though rarely to be expected, may occur, is an 
additional consideration. During the early months, therefore, 
provided the state of the patient is not apparently hopeless, 
termination of the pregnancy is to be advised. 

When, however, the foetus is approaching viability its 
superior claim requires serious attention. Some observers con- 
sider that pregnancy should be allowed to proceed to term, but 
this is not to the advantage either of mother or child. Trans- 
placental infection of the foetus occurred in three cases reported, 
and so long as foetal and maternal circulations are in biological 
contact so long does the risk of such a complication persist. The 
interest of both mother and child are, therefore, best served by 
termination of the pregnancy as soon as possible after the thirty- 
sixth week. This may be accomplished by Caesarean section or 
the induction of labour. The former is fraught with fewer com- 
plications, since, typically, patients with heart disease stand 
anaesthesia well, while the onset of labour may be delayed and 
labour prolonged after induction may lead to further morbidity. 


CONCLUSIONS. 


1. Fatal cases of rheumatic heart disease in association with 
pregnancy are not uncommon; it is submitted, however, that more 
frequent blood-cultures, and the post-mortem section and culture 
of heart-valve and thrombi would reveal in some of these cases 
the presence of a subacute endocarditis. 

2. Prophylaxis, as described above, has‘a definite place in 
the treatment of subacute endocarditis of pregnancy. 

3. The obstetric treatment consists of (a) in the early months 
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of pregnancy, therapeutic abortion; (6) in the later months of 
pregnancy, Caesarean section as soon as possible after the thirty- 
sixth week. 





I wish to thank Professor James Young for his help, and 
Sir Thomas Carey Evans, Superintendent of the Hammersmith 
Hospital, for permission to publish the case-records. 
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Clinical uses of the Female Sex:Hormone* 
BY 


Professor C. KAUFMANN. 


I am only too well aware of the honour which is mine in 
addressing you to-day on the present position of therapeutics 
with ovarian hormones. I am equally conscious that such a 
privilege implies a corresponding responsibility, and my only 
hope of proving adequate to the task is the fact that the number 
of cases I have treated is numerically adequate and that I have 
observed and controlled them with all possible care over a 
reasonable period of time. 

Many communications dealing with the therapeutic value of 
these hormones are the result of premature impressions uncon- 
trolled by the subsequent careful and repeated review of the 
treated cases, which is essential for the formulation of valid 
conclusions. Recognition of this fact may well serve to 
moderate our astonishment at the bewildering discrepancies 
between the observations put on record by various authors. 

Before beginning my dissertation, I have great pleasure in 
presenting to you the greetings of the German Gynaecological 
Society, especially those of its President, Professor G. A. 
Wagner. The German Gynaecological Society wishes this 
Congress every possible success. 

We must all of us have been very greatly impressed by the 
unexampled advances which have been made in the last decade 
in research on the biology and chemistry of the ovarian 
hormones. The discovery of specific tests for both of the 
ovarian hormones, the working-out of their chemical con- 
stitution, and the synthesis of progesteron, are milestones of 
this development. 

It is hardly surprising, therefore, that we, as physicians, 
should attempt to translate the results of this experimental 
research into a therapeutic weapon of value to our patients. 
Here I would not conceal my opinion that, in our zeal for this 
cause, we embarked on the therapeutic problem somewhat 

* Paper read by invitation at the British Congress of Gynaecologists and 
Obstetricians in Belfast, April 1936. 
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prematurely, that is to say, without a sufficient basis of know- 
ledge, and with unsuitable material. Further, dazzled no 
doubt by the remarkable constancy of the effects of the hor- 
mones in animal experiments, we were too uncritical ii 
applying them to the conditions existing in women with dis- 
turbances of hormone secretion. 

A necessary preliminary to the rational use of ovarian hor- 
mones in women, is a full knowledge of their normal physio- 
logical effects in the healthy female. I can safely assume that 
the details of this mechanism are familiar to you all, and can 
thus spare you and myself an explanation of the effect of the 
hormones on the edometrium. We must, however, keep firmly 
in mind that the follicular hormone is the hormone responsible 
for proliferation of the genitalia and that, in addition, it 
exercises a profound effect on the whole body. On the other 
hand, the corpus luteum hormone is responsible for the pre- 
paration of the uterus for pregnancy, and for the maintenance 
of pregnancy. As to the possibility of any extra-genital effect 
of the corpus luteum hormone we are, as yet, insufficiently 
informed. 

A second point of paramount importance for the successful 
use of the ovarian hormones, is the employment of a correct 
dosage. Our views on dosage, particularly on that of the 
follicular hormone, have undergone very considerable changes 
in the last few years, and I feel it behoves me to say a few 
words about this point now. In the early days of hormone 
therapy, a few mouse units were thought to be sufficient. With 
the discovery, however, of fresh sources of supply, the dosage of 
hormone slowly but steadily increased. My own investigations, 
by means of follicular hormone, in women from whom the ovaries 
have been removed, on the production of endometrial prolifer- 
ation, show that in extreme cases of hormone deficiency, as 
represented by such women, the hormone requirements were 
of an entirely different magnitude than was previously supposed. 
It is very far from my purpose to maintain that the doses 
I worked out for these women are to be considered as a standard 
dosage for all cases. This conclusion would be misleading since 
I have no valid reason or justification for doubting the state- 
ments of numerous authors who have reported gratifying 
successes with smaller doses—in some cases given per os. 
At that time, however, I felt and I still feel justified in asserting 
that in all patients in whom there is a serious deficiency of 
autogenous hormone production, we must employ doses of 
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hormone similar to those emerging from my work on these 
women, if we are to relieve them of their disturbances. I hope 
I have made it clear that I draw a sharp line of distinction 
between cases of mild ovarian malfunction and those in which 
the failure of autogenous hormone production has led to serious 
symptoms of disease. That the number of patients in the last 
category is by no means small, and that in such women disturb- 
ances may occur, the connexion of which with failing ovarian 
function was previously unrecognized, I hope to be able to show 
you in the course of my remarks. 

I will now give you a brief review of my own experience 
during the !ast few years. With reference to the type of patient 
I have treated, I must point out that my position in a large 
gynaecological institute, brings under my care almost exclusively 
patients with serious disturbances. Further, since my great 
interest in the hormone treatment of ovarian malfunction is 
known to my colleagues, many doctors send me patients in whoin 
various therapeutic measures have already proved useless. 

All the patients about whom I propose to speak to you, re- 
ceived relatively large doses of follicular and corpus luteum 
hormones. With all due modesty, I believe I am now in a 
position to give you a fairly complete account of what can be 
achieved with hormone therapy in the form in which I practise 
it and, further, I can indicate where it is likely to fail. 

First let us take those disturbances which, according to our 
present knowledge, appear to result from a deficiency of 
follicular hormone. 


(1) Primary Amenorrhoea. 


In this group are women who have reached the age of sexua! 
maturity, but in whom spontaneous menstruation has not 
occurred. The genitalia may be fairly well developed or they 
may be very poorly developed. At first I hoped that prolonged 
administration of the ovarian hormones might succeed in pro- 
ducing a spontaneous menstrual cycle in these women after 
cessation of treatment. In the last three years, however, this 
has only happened in one of my patients, so that I have been 
reluctantly forced to conclude that the treatment of primary 
amenorrhoea, with a view to producing spontaneous menstru- 
ation, is useless. If, however, a patient with primary 
amenhorrhoea, suffers from general symptoms of deficiency (e.g. 
symptoms similar to those of the menopause) these can be 
cured with follicular hormone. 
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(2) Secondary Amenorrhoea. 


This class includes both women in whom menstruation was 
at first regular and then ceased, and those in whom even before 
its complete cessation it was always irregular. In these cases 
it is most important to make a most complete and thorough 
examination in order to exclude any extra-genital condition 
capable of causing amenorrhoea. As a single example among 
many possibilities, I would cite here the amenorrhoea due to 
early pulmonary tuberculosis. Only when a thorough general 
examination has proved negative is it permissible to assume 
that the fault lies with the ovaries. The results of treatment in 
secondary amenorrhoea are on the whole poor. Although in 
all the cases of secondary amenorrhoea of ovarian origin which 
I have treated with follicular hormone alone or with follicular hor- 
mone and corpus luteum hormone, I have been regularly success- 
ful in producing bleeding as a result of treatment provided 
that an endometrium capable of regeneration is present; in 
only 25 per cent of my patients did regular, spontaneous men- 
struation continue to occur after treatment was suspended. In 
these cases, however, amenorrhoea had been present for more 
than a year, since I excluded cases of shorter duration. When 
we consider that formerly we could not do anything for such 
patients, we must admit that hormone treatment represents 
some advance, although in its present form it is far from being 
ideal. With regard to dosage in long-standing cases, I recom- 
mend the following procedure. If the uterus is normally 
developed, I give a total of 25 mgms. of oestradiolbenzoate 
over a period of 20 days, and then make a pause of Io days. 
If haemorrhage does not take place during this interval, I repeat 
the 25 mgms. of oestradiolbenzoate, and follow it with a daily 
injection of 5 to 6 mgms. of progesteron for 3 to 5 days. This 
treatment is repeated for three to four months. If the uterus 
is very small, I give twice weekly injections of 5 mgms. of 
oestradiolbenzoate for six to eight weeks. After a pause of Io 
days, I then proceed in the manner described above for women 
with normally developed uteri. 

' The comparatively poor results obtained in secondary amenor- 
rhoea led me to look for other methods of treatment, and I am 
sufficiently optimistic to believe that with intensive study we shall 
steadily improve our results in this condition. The following 
interesting observation tends to confirm this view. During the 
last year I took 14 women suffering from long-standing amenor- 
rhoea, in whom the administration of ovarian hormones had not 
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produced a permanent effect after the suspension of treatment, 
and gave each of them a transfusion of from 250 to 300 c.c. of 
blood from a pregnant woman. In seven of these women—that 
is, in exactly half the total number—rhythmical monthly bleeding 
then recommenced. The most striking point, to my mind, is the 
lasting effect of a single transfusion. In view of the extremely 
complicated nature of pregnancy blood, I am naturally unable to 
say which particular factor is responsible for this astounding effect. 
It must be left for further research to supply an explanation. 


(3) Dysmenorrhoea. 

In young women with severe dysmenorrhoea, an acutely 
anteflexed uterus is often found as the expression of lack of 
ovarian function. In these patients, in whom spasmolytics are 
frequently useless, the symptoms can be entirely removed with 
follicular hormone in comparatively small doses. I recommend 
three to five injections of I mg. of oestradiolbenzoate in the first 
14 days following the last menstruation. Treatment should be 
maintained tor three months. 


(4) Sterility. 

In my opinion, the treatment of sterile women with follicular 
hormone is only of value when they show definite objective 
signs of deficient ovarian function. Such signs are either 
hypoplasia of the uterus or irregularity of the menstrual cycle. 
In such women the deficient ovarian secretion can be supple- 
mented by the administration of follicular hormone, and even 
after years of sterility the full genital function may be restored 
and pregnancy ensue. In seven women who consulted me for 
ovarian malfunction, I was able to cure the long-standing sterility 
with hormone therapy. Six of them have since given birth to 
healthy children. 


(5) Hypomenorrhoea. 


In this group I place women in whom haemorrhage takes 
place at regular intervals, but is markedly scanty. The patients 
state that they lose only a few drops of blood. At first I ad- 
ministered follicular hormone to these women during the first 
14 days following the last menstruation, i.e. during the 
developmental phase of the Graafian follicle. While in a few 
women I was able to increase the amount of blood lost, I must 
particularly emphasize that in others the administration of 
follicular hormone completely stopped all menstruation. Up to 
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the present I have been unable to suggest a satisfactory theoreti- 
cal explanation for this phenomenon, although I can say with 
certainty that it does not bear any relation to the amount of 
follicular hormone administered. According to my experience, 
hypomenorrhoea is a most unprofitable field for hormone 
therapy. 

So much for conditions due to deficient secretion of follicular 
hormone. Let us now turn to some disturbances resulting from 
complete or partial lack of progesteron. 


(6) Hormonal Haemorrhage and Habitual Abortion. 


Hormonal bleeding can be brought about by a super- 
abundant production of follicular hormone combined with a par- 
tial or complete lack of corpus luteum hormone. Too abundant 
a supply of follicular hormone leads to excessive proliferation 
of the endometrium, the so-called g'andular-cystic hyperplasia. 
The most important example of this condition is so-called 
juvenile haemorrhage or menorrhagia of puberty. Such haemor- 
rhages can be stopped by means of progesteron, the hormone of 
the corpus luteum. In juvenile haemorrhage large doses of proges- 
teron are usually necessary. In cases of long duration, I recom- 
mend the injection of 10 mgm. of progesteron daily for five days. 
As a rule, haemorrhage decreases during this treatment. It is 
important to point out to the patient that often two to three days 
after the cessation of progesteron administration, haemorrhage 
will start again. This haemorrhage is the direct effect of the pro- 
gesteron treatment, since the corpus luteum hormone converts the 
hyperplastic endometrium into a functional secretory endomet- 
rium and the latter is then rejected in the form of a true menstrual 
haemorrhage which will cease of its own accord. In preclimac- 
teric haemorrhages, the first precaution is carefully to exclude 
the presence of malignant growths. When this has been done, 
it is possible in some cases to control the haemorrhage with 
comparatively small doses of progesteron, for example a daily 
injection of 2 mgms. for five days. In other cases, the same 
dosage is necessary as described above for juvenile haemorrhage. 

I think that recent research on the chemistry of progesteron 
justifies us in the hope that in the near future this hormone will 
be available at a price within the reach of our patients’ resources. 

Of greater practical importance is the treatment of habitual 
abortion with progesteron, and according to recent reports from 
American authors similar results can be obtained in ordinary 
abortus imminens. The follicular hormone stimulates uterine 
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contraction whereas the progesteron inhibits it. If, as a result 
of deficient secretion of corpus luteum hormone, premature con- 
tractions occur, they can be interrupted by the administration of 
progesteron and in this way a threatened abortion may be 
prevented. In women with a history of habitual abortion, I 
recommend the injection of 10 mgms. of progesteron weekly. In 
the week which, according to calculations based on the previous 
menstrual cycle corresponds to the time of the period, this dose 
is doubled. This procedure has given me most excellent results. 


EXTRAGENITAL DISTURBANCES DUE TO DEFICIENCY OF OVARIAN 
HORMONES. 


The so-called Chimacteric Disturbances. 


There is not the slightest doubt that the most striking results 
in the whole field of hormone therapy are obtained in the treat- 
ment of severe climacteric disturbances. In my opinion we have 
improved our therapeutic resources in this field during the last 
few years to a degree which a short time ago would have been 
considered impossible. The symptomatology of the c’imacteric 
is so various, that it would go beyond the scope of the present 
dissertation to describe it in detail. There is hardly a disturbance 
of the whole body which cannot arise as a result of failing 
hormone production. An important group of symptoms is 
that referable to the cardiovascular system. We are all well 
acquainted with the flushes, which so often become accentuated 
at night and frequently lead to insomnia. No less familiar are 
the precordial pain and cardiac neuroses which are sometimes 
of such severity as to be mistaken for true angina pectoris. 
Another disturbance, now well recognized, is the so-called 
climacteric arthritis. The huge field of psychological abnormali- 
ties needs only to be mentioned here. All these disturbances 
may appear isolated or in combination, in varying degrees of 
intensity. From time immemorial the most varied remedies have 
been employed for their relief. If then, in spite of the existence 
of many other remedies, I describe the hormone therapy of these 
disturbances as an enormous advance, it is because I do not 
know of any other therapeutic measure which can procure the 
complete restoration of normal health in so short a time and with 
such certainty. The assessment of the curative effect of a remedy 
in climacteric disorders is nevertheless difficult since our reliance 
on subjective evidence leaves room for error. In recent years, 
therefore, it has been my constant endeavour to obtain objective 
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evidence of the value of hormone therapy in climacteric disor- 
ders. I was successful in curing women who, following upon the 
subsidence of ovarian function, showed severe, anatomically 
demonstrable lesions of the external genitalia and the skin of 
other parts of the body. In addition to the scientifically signifi- 
cant fact that they clarified the previously obscure aetiology of 
these diseases, my observations also provided irreproachable 
evidence for the curative value of follicular hormone therapy in 
climacteric disorders. 


The following brief case histories and details of the scheme of 
treatment, together with illustrations of the lesions, will serve 
to amplify the foregoing remarks. 


A woman of 35 years, with amenorrhoea of three months duration had 
suffered for a similar period from unbearable itching of the external genitalia. 
The latter were very red and showed numerous small ulcers on the inner 
surfaces of the labia. Various local methods of treatment failed to give 
relief. After treatment with a total dosage of 250,000 international benzoate 
units of the benzoic ester of a-follicular hormone spread over a period of 
three weeks, the itching completely disappeared and menstruation occurred. 
During the following month this treatment was repeated, and was followed 
by the return of a normal menstrual cycle, while the ulcers on the labia 
completely disappeared. This patient has been seen at regular intervals for 
the last two and a half years. She has not had any relapse, and is in the very 
best of health, with normal menses. 

The second case is that of a woman of 52 years, who had been at the 
climacteric for the last three years. She complained of very severe pruritus 
of the genitalia, which was accompanied by kraurosis of the perineum and 
an ulcer on the inner surface of one of the labia. She was given 80 mg. 
of oestradiolbenzoate in a period of eight weeks. The pruritus disappeared 
completely and the ulcer healed up. Five months later pruritus recurred 
without fresh ulceration, and 40 mg. of oestradiolbenzoate were given over 
a period of two months. The itching subsided, and for the last 14 months 
there has not been any relapse, although further treatment has not been 
given. 

The next case is that of a woman aged 56 years, who had had 
amenorrhoea for the last six years. Pruritus had been present for one year 
and had given rise to papillomatous ulceration extending over the whole 
vulva. For a whole year various medical men had attempted to improve her 
condition with external applications. The continual and unbearable itching 
had led to complete insomnia, and her general condition was correspondingly 
bad. Encouraged by my previous success, I treated this woman with 
follicular hormone only. She received 105 mg. of oestradiolbenzoate over a 
period of six months. The irritation subsided in 14 days and the marked 
changes in the vulva were completely healed in five weeks, and, in a short 
time, the general condition of the patient improved astoundingly. It was 
only in my anxiety to maintain this impressive cure that I continued 


. 317 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


treatment for so long a time. Treatment has not been given for the last five 
months, and the patient has remained free from symptoms. The external 
genitalia are normal. 

Of particular interest were the findings in another patient. She had a 
typical climacteric pruritus, with vulvitis and mild kraurosis of the perineum. 
Her symptoms were very severe; she had scratched the vulva, and was never 
free from a desire to rub it. The administration of 95 mg. of oestradiol- 
benzoate over a period of six weeks completely cured the itching, and the 
inflammatory signs in the vulva retrogressed. The patient has remained free 
from symptoms for the last eight months without any further treatment. 


Here I would like to point out that treatment with oestrin will 
cure not only pruritus associated with anatomical changes in the 
vulva but also the so-called idiopathic pruritus unaccompanied 
by such changes, when this arises at the menopause or in younger 
women with disturbances of ovarian function. The dependence 
of the skin of the body upon the action of follicular hormone is 
well shown in the following case. 


A woman of 49 years, in whom the climacteric had commenced 18 months 
previously, came up for treatment. At first her only symptoms had been very 
marked flushes, but for the last six months she had suffered from the follow- 
ing symptoms, which recurred at regular monthly intervals. The skin of 
both forearms and hands suddenly became unbearably itchy so that she 
severely scratched them. The skin in these situations showed deep cracks. At 
the same time her eyelids began to swell to such an extent that she could 
hardly open them. The attacks lasted about five days, and then slowly sub- 
sided. The skin of the eyelids became thickened like leather in a remarkable 
way during the attacks, and a certain degree of thickening was still present 
in the intervals between the attacks. I decided to treat this woman with 
follicular hormone, and she received 50 mg. of oestradiolbenzoate spread 
over three weeks. The swelling of the eyelids has not recurred during the 
four months which have now elapsed since treatment ceased, and the skin 
of the eyelids has returned to its normal condition. Gratifying as this 
curative effect is, I am entirely at a loss to provide any explanation of the 
action of the follicular hormone in this case. 


The reason I have devoted so large a part of my paper to the 
recital of these case histories is that they show in no uncertain 
manner the surprising degree to which gross disturbances result- 
ing from ovarian deficiency at the climacteric can be removed by 
the administration of adequate doses of follicular hormone. 
Further, it seems to me especially significant that the patients 
remained healthy for a considerable time after the cessation of 
treatment so that we are, to a certain extent, justified in speaking 
of a permanent effect of the hormone administered to them. I 
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am convinced that more extensive experience of such cases in 
the next few years will render our knowledge of climacteric dis- 
turbances more profound and that this will of necessity enable 
us to hold out a cure to many patients for whom our therapeutic 
resources formerly did not provide any help. 

I have now come to the end of my observations. My endes- 
vour has been to discuss with you, on the basis of my personal 
experience, the successes and also the failures which I have en- 
countered in my attempts at hormone therapy. My most sincere 
wish as a physician is that you will be able to repeat my successes 
in your patients and I trust that the recital of my failures will 
deter you from expecting too much from hormone therapy. Our 
admiration for the great biologists and chemists of the whole 
world who have placed this remedy in our hands, imposes on us 
the task of employing it in a rational and conscientious manner. 
I hope that, within the limits of my competence, I have succeeded 
in convincing you that in this way we can restore many invalids 
to complete health. 
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UnTiL Baird and Dunn’ published in 1933 their observations on 
the eclamptic kidney it must be confessed that pathologists in 
this country had paid but scant attention to the histology of the 
renal glomerulus in this and other forms of pregnancy toxaemia. 
Elsewhere the significance of these changes had been noted, and 
they were described accurately over a decade ago by German 
authors (Fahr’, Lohlein*, Schmorl*). 

During the course of some experimental work on the relation 
of eclampsia, hypertension, and pregnancy we found it neces- 
sary to have a clear conception of the renal changes in the preg- 
nancy toxaemias. Through the kindness of Professor R. W. 
Johnstone and Dr. James Davidson, the entire pathological 
material of the Royal Maternity Hospital was placed at our 
disposal. From this collection we were able to select a unique 
series of over 70 cases of women dying from eclampsia, pre- 
eclampsia, hyperemesis, cortical necrosis, and accidental haemor- 
rhage. We thought it of interest to record our observations, 
firstly, because they are based on such a relatively large series 
of cases, and secondly because they confirm, to a large measure, 
those of Baird and Dunn. Sections were cut from the kidney 
and stained by haematoxylin and eosin and also by the Haiden- 


* Beit Memorial Research Fellow. t Crighton Research Scholar. 
t McCunn Research Fellow. 
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hain Azan method (Sharpey Schaefer). Sections were cut from 
the liver and other organs when this was necessary. 


Eclampsia. 

Sections from the kidneys of 33 patients dying from typical 
eclampsia were examined. The changes noted showed a striking 
uniformity. The tufts were, in the majority of cases, moderately 
enlarged, and pouting into the mouth of the tubule was fre- 
quently present. There was a remarkable absence of red blood- 
cells from the glomerular capillaries, and these were usually 
narrowed or entirely occluded by the swelling of their endo- 
thelial lining. Associated with this endothelial swelling was a 
diffuse thickening of the basement membranes of the capillaries 
and of the reticulum of the tuft. Proliferation of the endothelium 
was an occasional finding, but leucocytic infiltration was defi- 
nitely not observed. Swelling of the capsular epithelium was not 
a prominent feature. The capsular space contained a variable 
amount of granular detritus. There was a great variation in the 
degree of tubular damage, all stages from a mild cloudy swelling 
to complete necrosis being observed. Casts were numerous. In 
every case the lesion was diffuse. It will be seen, therefore, that 
there are very distinct changes in the eclamptic kidney. Let us 
consider some of these features in more detail. 

The size of the glomerulus. In five cases of the total of 33 
we estimated that there was no enlargement of the glomerulus, 
in 10 cases slight enlargement, and in the remainder there was 
marked swelling of the tuft. Pouting of the tuft into the tubule 
was naturally observed as a constant feature in those sections 
showing an increase in size. 

Ischaemia of the glomeruli was, perhaps, the most striking 
feature noticed. In 16 cases only an occasional glomerulus con- 
tained more than two or three red blood-cells. In every case 
_there was a reduction in the number of erythrocytes present, 
and in only one case did the blood content approach normality. 
In some sections, in which there was a considerable amount of 
congestion in the interstitial tissues, the ischaemia of the glomeruli 
was very striking. One possible cause of this bloodlessness lay 
in the gross swelling of the capillary walls. Instead of the usual 
appearance of circular or oval apertures with thin walls (Fig. 1) 
there was now great swelling of the endothelial lining cells 
and in a few cases some multiplication of these. The swelling 
was such as to leave only a narrow chink as a lumen through 
which an erythrocyte could barely travel. 
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An additional and contributory factor in the thickening ot 
the capillary wall was the swelling and fibrillation of the capillary 
basement membrane. Reference to Fig. I will show that this is 
normally a thin delicate uniform reticulum. In three cases this 
thickening was only slight. In the rest it was very apparent, and 
the bluish-black staining of the membrane in the Azan section 
entirely overshadowed the histology in the rest of the section. 
The appearance varied in different cases and to a lesser extent 
in the glomeruli of each case. Usually there was a uniform 
thickening of the membrane, in some there was localized thick- 
ening with a fibrillated appearance. In the haematoxylin and 
eosin-stained section this thickening of the membrane gives rise 
to the characteristic ‘glassy’ appearance of the tuft. Intra- 
capillary hyaline fibres were not observed. 

The other features of the glomeruli need not be dealt with in 
any detail. Taking the glomerulus as a whole, endothelial pro- 
liferation occurred in only a few cases. Leucocytic infiltration 
of the glomerulus was not observed in any case. 

Changes in the tubular epithelium in post-mortem material 
are notoriously difficult to interpret. We can add nothing to 
Baird and Dunn’s description, namely that cloudy swelling and 
even necrosis may be present, the convoluted tubules especially 
suffering. The interstitium did not show any constant features. 
In one case there was considerable oedema, and in another a 
slight diffuse fibrosis. In six cases there was extreme vascular 
congestion, and small haemorrhages were observed. Particular 
attention was paid to the examination of the renal vessels. 
Arteriolar damage or thickening was absent in all the cases. 
and in only three was marked thickening of the intima of the 
larger vessels observed. Occasionally a small scar showed that 
a nephron had disappeared, but this was always well within 
normal limits. One established case of chronic nephritis with 
eclampsia was not included in this series. We would again 
emphasize that the lesion we have described is invariably diffuse; * 
all glomeruli are affected, though not perhaps to an equal degree 
in any given eclamptic kidney. 

Clinically, this group of 33 cases were all typical. Eighteen 
were primigravidae and 15 parous. All except one patient were 
30 or more weeks advanced in their pregnancy. Albumin was 
present in the urine in all patients. Hypertension was observed 
in all except one case, in which a pressure of 100/60 was 
recorded in a moribund patient who had had six fits. The 
number of fits varied from one to 12. Four cases were of the 
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post-partum type. An attempt was made to correlate the clinical 
features with the degree of renal change. Thus the blood- 
pressure, the degree of albuminuria, number of fits, degree of 
oedema, and the duration of symptoms were tabulated together 
with the separate features of the renal histology in each case. 
Correlation could not be established. For instance, in one patient 
who had to fits, a blood-pressure of 180/120, and whose urine 
boiled solid, the kidney showed the least departure from normal 
of the whole series. Another patient, in whom the blood-pressure 
was 168/140, with mild albuminuria, mild oedema, two fits, and 
a 10-days’ duration of symptoms, the kidney showed a very 
marked lesion. We were, further, unable to establish any con- 
nexion between any single clinical feature and the renal lesion. 
Thus these were not necessarily more marked in those patients 
who had the highest blood-pressures or the heaviest albuminuria 
or the greatest number of fits. The exact time of onset of the 
toxaemia could not be accurately ascertained, as many of the 
patients were referred as emergencies. The time which had 
elapsed since the onset of toxaemic symptoms, such as swelling 
of the hands or legs, headache, and eye symptoms, and the 
occurrence of the first fit, served as a rough index of the duration 
of a severe toxic state. Again correlation could not be established 
between this duration of toxic symptoms and the renal lesion. 
In one patient, who had been carefully observed antenatally 
and in whom there was a known duration of hypertension and 
albuminuria for six weeks, the renal changes, although well 
marked, were no more severe than those of a case in which hyper- 
‘tension and albuminuria were known to be of less than a week’s 
duration. In 19 patients toxic symptoms had been present for 
more than 14 days, and of these 14 patients had the fully estab- 
lished lesion. In 12 patients, in whom the duration of these 
toxic symptoms was less than a fortnight, the renal changes 
were fully established in nine. It would appear, therefore, that 
so far as our information goes there is no definite connexion 
between the duration of the toxic symptoms and the severity of 
the renal damage. 


Pre-eclamptic Toxaemia. 

There were 12 patients in whom the clinical features included 
hypertension, albuminuria, and oedema. In all there was hepatic 
necrosis. In nine cases the changes described in the eclamptic 
kidney were present, although in three cases they were not 
severe. In the remaining three patients two showed some swell- 
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ing of the capillary endothelium and glomerular ischaemia, and 
one such intense glomerular and interstitial hyperaemia that it 
is possible that this was an example of the early hyperaemic 
phase of total renal cortical necrosis. Again it was impossible to 
make any correlation between the clinical features and the degree 
of renal damage. 


Atypical Toxaemias. 

Six patients had albuminuria without hypertension. All had 
hepatic necrosis. They were thus probably true examples of 
pregnancy toxaemia. In four patients typical renal changes were 
seen; in two there was no departure from the normal. 


Bilateral Cortical Necrosis of the Kidneys. 

During the past three years we have had the opportunity ot 
studying the renal histology in five cases of this condition (Kellar 
and Arnott’, 1933). In all the condition was advanced and of 
some standing. In all our cases a detailed study of the glomeruli 
could not be made, as these structures stained feebly and were 
frankly necrotic. De Navasquez’ (1935) did not find any sig- 
nificant increase in size of the glomeruli or in the number of 
nuclei in a series of twelve cases. He found some thickening of 
the basement membrane in the glomeruli of the affected areas 
of the kidney. This thickening, he believes, is due to retraction 
of the membrane following necrosis of the other structures of 
the glomeruli. In cortical necrosis widespread endothelial and 
vascular damage affecting the smaller arteries appears to be the 
primary lesion. 


Hyperemesis. 

There were six patients suffering from hyperemesis during 
the early months, one of whom developed acute liver atrophy. 
Some increase in the size of the glomeruli was noted, and this 
was probably due to the fact that in the majority of the patients 
(five out of six) the glomerular capillaries were engorged with 
blood. The tubular epithelium was either profoundly swollen 
or quite necrotic. In all cases there was also intense hyperaemia 
of the interstitium. In all cases the vessels were healthy. The 
difference, therefore, between the kidney of hyperemesis and 
that of eclampsia is striking and fundamental. 


Control Series. 

Sections of the kidney from 25 non-pregnant adults dying 
from various causes were examined. This group represented a 
fair sample of routine autopsy material. In two cases the changes 
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Glomerulus, 


Typical glomeruli from eclamptic kidney. 
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seen in the eclamptic kidney were present, except for the presence 
of gross thickening of the basement membrane. (One case lobar 
pneumonia; one case broncho-pneumonia.) In one case of 
hepatic cirrhosis there was very pronounced thickening of the 
basement membrane. In three cases there was very definite 
enlargement of the glomeruli (two cases of lobar pneumonia, 
one case of carcinoma of the oesophagus). It would appear 
from this short series that the presence of the constant and 
diffuse lesion associated with eclampsia is not a chance one. In 
addition we examined the kidneys of nine women dying from 
various causes during late pregnancy or in labour. In one case 
of death from purulent broncho-pneumonia there was some in- 
crease in the size of the glomeruli and slight thickening of the 
reticulum. In another, death having occurred from mitral 
disease, there was swelling of the endothelial lining cells of the 
capillaries. Baird and Dunn were provided with sections of the 
kidney of 30 women who had died at various times and from 
various causes during pregnancy. They discarded 23 cases as 
not showing the eclamptic change; the remaining seven they 
decided did so. The clinical diagnosis was then provided, and it 
was found that none of the discarded cases was a case of toxae- 
mia. The causes of death in the seven patients showing the 
changes of the eclamptic kidney were all toxaemic or nephritic. 
It seems safe to assume, therefore, that the morbid histology of 
the eclamptic or toxaemic kidney is characteristic. 


Discussion. 

We should hesitate to infer that these lesions are conspicuous. 
Sections stained by haematoxylin and eosin are not striking until 
they are examined in conjunction with some suitable stain such 
as Azan or Gallego’s modification of Mallory. The sections 
require critical observation and study. 

It is difficult to decide whether the lesion is degenerative 
or is a definite glomerulitis. Bell’ (1932) and Baird and Shaw 
Dunn interpret the lesion as definitely inflammatory, Fahr as 
purely degenerative. Shaw Dunn is probably more so than any- 
one else in this country qualified to express an opinion on this 
question. His reasons for considering the lesion as inflammatory 
are the following: - There is endothelial swelling and occasionally 
an increase in the number of these cells, there is an absence of fatty 
degeneration in the glomerular cells which would not be expected 
in a purely degenerative process, and there is-an active thicken- 
ing of the basement membrane, a lesion present in all stages of 
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glomerulitis. Dunn also points out that leucocytic infiltration is 
often absent or scanty in cases of acute nephritis when endo- 
thelial overgrowth is most marked. We are inclined to agree 
with these authors that the lesion is inflammatory, and have 
repeatedly been impressed with the fact that there is only a very 
slight margin separating the eclamptic kidney from that of the 
fully established acute nephritis. 

We have obtained a process somewhat analogous to this in 
experimental glomerulo-nephritis. By using a nephrotoxic serum, 
the manufacture of which we have described elsewhere (Arnott, 
Kellar and Matthew, 1936),* it has been possible to produce 
severe glomerular reactions in the rabbit’s kidney which are iden- 
tical with the lesions found in human glomerulo-nephritis. It has 
been found that small doses of this serum produce a lesion in all 
respects similar to that of the eclamptic kidney which is asso- 
ciated with massive albuminuria and hypertension. A slightly 
increased dose produces a complete histological and clinical re- 
production of acute nephritis of man. 

Many clinical investigators, especially Young’ and Gibberd"' 
in this country, have adduced strong clinical evidence that 
chronic nephritis may be superimposed upon or develop follow- 
ing pregnancy toxaemia. Pathological evidence on this question 
is practically non-existent. Few reports are available on the state 
of the kidney in women dying at relatively short periods after a 
toxic pregnancy or who have been subject to recurrent toxaemia. 
We cannot add any information. On the basis of our study of 
the acute lesion we believe that it is not unreasonable to suppose 
that in a certain number of cases the lesion will progress and 
develop into fully established chronic nephritis. Whether or not 
the lesion can remain stationary and form a type of occult 
or sublimal nephritis, causing trouble only under the stress 
of a future pregnancy, it is impossible to say. Pathological 
material on which to base an opinion does not exist at present, 
but it is hoped that future experimental work will elucidate this 
important question. 

We should like to thank Prof. Browne, of the Obstetric Unit 
at University College Hospital, and Professors R. W. Johnstone 
and A. Murray Drennan, of the Departments of Midwifery and 
Pathology at the University of Edinburgh, for their interest and 
advice during this work. 
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A Case of Acute Lymphatic Leukemia in Pregnancy.* 
BY 


CHAMANLAL MEHTA, 
M.B., B.S. (Bombay), F.R.F.P.S. (Glas.), F-C.P.S. (Bombay). 


Obstetrician and Gynaecologist, Bhagat Maternity Hospital, 
Bombay. 


Mrs. D. H. J., Reg. No. 3210, primigravida, 18 years old, 
married 15 months ago, fifth wife of the husband aged 35, well 
built, 5 feet 3} inches in height and 131 pounds in weight, was 
admitted to my private hospital on the 26th July, 1935, for obser- 
vation as she complained of fever and oedema. 


Condition on Admission. 

She was seven months pregnant and complained of pain in 
the epigastrium, uneasiness, and vomiting during the preceding 
week, and her temperature was raised. On examination, the 
height of the uterus was 26 cm. above the umbilicus, and foetal 
heart sounds were heard well. She was rather pale and there was 
a very faint yellowish tint on the conjunctivae. Oedema of both 
ankles, tenderness in the breasts and a small lump moderately 
hard in the right breast. Spleen enlarged and the liver more so, 
and there was a little bleeding from the gums. Blood-pressure 
130/50 hg.m. Pelvic measurements normal. The confinement 
was due in the third week of October. Urine clear and did not 
show any abnormality. All her symptoms had developed during 
the course of one week. 


Previous History. 

The patient was under my supervision almost from the time 
she conceived, and had been keeping perfectly well. When three 
months pregnant she had an attack of influenza with fever and 
cough, which passed off in a week’s time. She used to report 
herself to me almost every month. 

On July 27th, 1935, bleeding appeared from the gums. The 
spleen and liver were markedly enlarged. A blood-smear was 


* Presented before the Bombay Obstetric and Gynaecological Society on 
21st November 1935. 
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taken. It showed: Differential count = polymorphonuclear 
leucocytes, 2 per cent; lymphocytes, 96 per cent; mononuclears, 
2 per cent. 

The blood-film showed marked lymphocytic leucocytosis, and 
an occasional lymphoblast was seen. The red blood-cells were 
pale and there was not any marked change in their size or shape. 
One nucleated red blood-cell was noticed. 

On July 28th, 1935, the blood was examined again. The report 
was : Total number of red blood-corpuscles per cubic millimetre 
of blood = 2,470,999 cells. Haemoglobin, 61 per cent Sahlis 
haemometer. Total white blood-corpuscles = 88,750 cells (poly- 
morphonuclear leucocytes, 3 per cent; lymphocytes, 96 per cent; 
mononuclears, I per cent). 

The spleen and liver were progressively enlarging, and a day 
later the spleen was 6 cm. and the liver 9 cm. below the costal 
margin. There was haemorrhage from the vagina, and the bleed- 
ing from the gums continued. Liq. arsenicalis was given by 
mouth. A consultation was held and it was decided not to inter- 
fere with the pregnancy but to administer large doses of arsenic 
by injection. Since the patient was acutely ill X-ray ex- 
posures to the spleen were out of the question. The stools and 
urine were normal. The splenic enlargement continued to 7.8 cm., 
and the liver became greatly enlarged, almost reaching the 
umbilicus and pressing upon the fundus of the uterus. There was 
bleeding from the nose, a yellowish tinge on the skin, petechial 
haemorrhages, and oedema appeared on the abdomen. 

The patient became progressively worse. Her temperature 
had not risen beyond 98.8°F., but her pulse-rate kept at 120. 
She was discharged on August Ist at her own request. 

Later report: On the 2nd of August she was admitted to the 
Cama Hospital. Temperature, 100.8°F., pulse-rate, 144; respira- 
tion rate, 44; urine clear; blood-pressure, 85; uterus two fingers 
breadth above the umbilicus; foetal parts felt, and the heart 
sounds heard on the right side. The liver was four fingers breadth 
below the costal margin; there were coarse rales at the base of 
the lungs. Sputum rusty. 

The patient was kept on stimulant injections and oxygen. At 
midnight the membranes ruptured and the child was born at 
12.10 a.m. on the 3rd of August. The patient suddenly collapsed 
during the delivery of the head with the forceps, the head being 
low down. The placenta removed post-mortem. My thanks are 
due to the Superintendent of the Cama Hospital for supplying 
the information about the patient while she was at that hospital 


329 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


and to Dr. N. J. Modi, who carried out the laboratory examina- 
tions. 


Comments. 

Adair and Stieglitz’ thought that leukemia in women occurred 
but pregnancy complicating leukemia was rare. Leukemia com- 
plicating pregnancy was very rare, while acute lymphatic 
leukemia complicating pregnancy was extremely rare. 

Searching the literature on the subject one found Ohlsson * 
(1925) summarized 12 cases, in five of which pregnancy compli- 
cated leukemia and in eight leukemia complicated pregnancy. His 
own case, which raised the total to 13, was one of lymphatic 
leukemia developing during pregnancy. As quoted by him, Wm. 
Allen (1928) could find only six cases of acute lymphatic leukemia 
complicating pregnancy. Bernard Mann’ (1931) added to Allen’s 
list his case of the acute variety developing during pregnancy. 
Hofstein* (1932) studied 28 cases from the literature and one of 
his own, but included in his list cases of all kinds of leukemia, 
including the chronic variety. H. Russell° (1933) reported a case 
of the chronic type. Thus the number of cases of acute lymphatic 
leukemia reported so far has been very small, and during the last 
10 years Bernard Mann’s case has been the only one added to the 
previous list. Mann’s case presented in many ways the same 
features as those in the case now reported. The rarity of the 
disease has been my justification for reporting this case. 


Signs and Symptoms. 

The disease occurs mostly in young women; the onset is un- 
heralded. Oedema on the legs and abdomen, paleness of the body, 
pains in the leg muscles and tenderness of the abdomen have 
been common to all cases reported. In my case there was 
no pain in the calf muscles. Temperature in some cases rose quite 
high, reaching 103°F. to 104°F., but in this case it varied between 
97 F. and 08.8°F. throughout the illness, except at the terminal 
stage when it reached 100.8°F. Haemorrhages have been the 
constant manifestation of the disease in all cases. It may be the 
earliest symptom (Adair and Stieglitz). The bleeding occurs from 
the gums, nose, stomach, lungs and vagina; petechial haemor- 
rhages on the skin and later ecchymosis, haemorrhages on and in 
the internal organs and in peritoneal, pleural and pericardial 
cavities have been noticed. These bleedings were so severe in 
some cases as to cause death. W. C. D. Walmesley* reported a 
case in which a young girl died of bleeding in eight days’ time 
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following an extraction of a tooth. At the post-mortem the case 
was diagnosed as one of acute lymphatic leukemia, and haemor- 
rhages were found externally and internally. The spleen and liver 
have been enlarged in most of the cases, the liver more frequently 
than the spleen; but in some no increase in size of the liver 
occurred. Those cases in which the enlargement was absent were 
of the chronic variety. Enlargement of the lymphatic glands has 
been the marked feature of the chronic type. Neither in 
Bernard Mann’s case nor in mine were they enlarged. Abdominal 
distension has been frequent owing to the crowding of the 
abdominal cavity by the enlarged uterus, spleen and liver. The 
blood-picture shows great increase of white blood-corpuscles, 
decrease of red blood-corpuscles and of the haemoglobin per- 
centage. In my case it was rather striking that the haemoglobin 
percentage was 60. Lymphocytes were predominant to the extent 
of 96 per cent of the total leucocytes. Pregnancy reaching term 
has been rare. The older writers and the textbooks observed that 
the disease was not inimical to gestation. But in all cases so far 
reported the patient either aborted or had a premature delivery. 

Pathological changes in the genital organs consisted in thick 
infiltration of the tissues by the round cells and lymphocytes and 
showed bleeding in the lumen of the structure as found by Brake- 
mann’ (1923). The same author concluded that the elements of 
the bone-marrow and lymphoid tissue invaded the blood-stream 
in overwhelming numbers in the same way as sarcoma or carci- 
noma. 

Ohlsson thought that the disease was never conveyed to the 
foetus. Sections of the placenta showed normal blood in the 
chorionic villi, though leukemic blood was found in the inter- 
villous spaces. This was the view held by Williams* (1924), 
Munro Kerr, Ferguson and Young’ (1923). On the other hand 
Hollis Russell (1933) found that foetal blood showed the charac- 
ters of lymphatic leukemia, the main feature being the presence 
of a large number of mitotic cells in the maternal and foetal blood. 

The diagnosis was sometimes not made in the beginning as in 
the patient of Bernard Mann, who was treated in succession for 
influenza, pneumonia, typhoid, and tuberculosis till the blood- 
picture showed high lymphocytic count. 

Prognosis is usually grave. In the acute fulminative variety 
of lymphatic leukemia the death might be a matter of a few hours 
(Adair and Stieglitz). The course of the disease is extremely 
rapid. In all the recorded cases when the disease complicated 
pregnancy the woman has died, and in most cases within two 
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weeks, three weeks being the longest period when the patient 
died during the course of labour, as in my case, or within an hour 
or two after the child was born. In the chronic variety pregnancy 
and parturition might be normal, but the puerperium was the 
most dangerous time (Ohlsson). 

The aetiology is not settled, though hereditary diathesis, 
infection and new growth of the haemopietic tissues have been 
suggested as probable causes. Both Dr. Mann’s and my patients 
had an attack of influenza a few months before the disease devel- 
oped. Dr. Mann’s patient had some of the symptoms of influenza 
even when the disease started. Perhaps infection producing severe 
toxaemia was an aetiological factor. Dr. Modi, in one of his un- 
reported cases of leukemia, obtained a pure growth of staphylo- 
coccus from the blood-culture. By the time the diagnosis was 
made the patients have got worse so rapidly that very often there 
was hardly time to treat them. Of the various suggestions inter- 
ruption of pregnancy was first thought of. The older authors 
advocated it in the acute condition. Ohlsson (1925) and Hofstein 
(1932) favoured it. The latter thought that pregnancy occurring 
in an advanced stage of chronic leukemia greatly aggravated the 
disease and was, therefore, an indication for interruption of preg- 
nancy. It should be done quite early, followed by sterilization by 
X-ray. This argument will not hold good when acute lymphatic 
leukemia complicates pregnancy. In my case its adoption was 
decided against, as the interference and the shock likely to follow 
would only have led to an earlier death. The interruption at that 
period of gestation would not be easy, and any undue strain 
would not have been advisable. 

The reported results of transfusion have not been enouraging. 
It was useless in a case of Walmesley in which the girl suffering 
from leukemia died from haemorrhage following an extraction of 
a tooth. Bernard Mann’s case did not improve in spite of two 
transfusions, and Adair and Stieglitz thought that blood trans- 
fusion was of no avail, rather it made the patient more uncom- 
fortable. 

Radiation and deep X-ray therapy for leukemia were discussed 
by Sir Thomas Horder"® at the Radiological Congress of 1931. He 
thought the effect of radiation was symptomatic. Leukemia was 
controlled, but not cured. Life was prolonged, but not for long. 
The state of comfort to the patient was increased. Radiation was 
employed for the general improvement of the body and to increase 
the red blood-corpuscles and haemoglobin percentage, and not 
to decrease the white blood-corpuscles. Pyrexia, myocardial 
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weakness, renal insufficiency and haemorrhages were mentioned 
as contra-indications. X-rays should be kept in reserve. Acute 
lymphatic leukemia was not benefited by radiation. Among the 
drugs suggested are arsenic, hepatic and splenic extracts. Injec- 
tion of hog’s spleen and hepatic extracts were tried successfully 
by Raymond Pearce" in a girl eight years of age. The drug 
treatment may be of use in the chronic variety when time is 
available, but in acute lymphatic leukemia no method of treat- 
ment has been of any use. 
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The Importance of the Huhner Test in Cases 
of Necrospermia 


BY 


Max Huuner, M.D., New York, U.S.A. 


AFTER eliminating the well-known causes of necrospermia, such 
as exposure of the testicles to X-rays, alcoholism, metallic 
poisoning, etc., there still remains the largest number of cases 
which defy the most careful and searching examination of the 
entire male sexual apparatus by the urologist. In some cases 
there is found a congestion of the prostate gland and the prostatic 
urethra, the cure of which will be followed by the appearance of 
live spermatozoa in the condom specimen. Then there are some 
cases which seem to be purely testicular in character, due to 
endocrine conditions, for the administration of the anterior lobe 
of pituitary extract in large doses will effect a cure. But here, 
again, the percentage of cure forms only a minority of the 
cases of necrospermia. I have repeatedly shown by direct 
experimentation as well as by a preponderance of clinical 
experience that the presence of pus, even virulent gonorrhoeal 
pus, has no effect on the vitaliy of spermatozoa. When sterility, 
whether in the female or the male, is caused by gonorrhoea it is 
due to the pathological conditions brought about by the gonor- 
rhoea and not by the presence of the pus. Thus, briefly, in the 
female most cases of sterility following gonorrhoeal infection are 
due to the inflammation having caused a closure of both Fal- 
lopian tubes, and, similarly in the male, the sterility is due to 
the closure of the vasa or epididymides brought about by the 
gonorrhoeal inflammation and not by the presence of the pus. 
It has been frequently noticed that a man whose urethra is 
simply swarming with virulent gonococci can, during coitus, not 
only infect the female with gonorrhoea but at the same time 
impregnate her. Likewise in the female, there have been 
reported incidents of pregnancy in the presence of acute gonor- 
rhoeal purulent salpingitis, again showing that neither the ovum, 
nor the spermatozoa, nor the impregnated ovum are destroyed 
by gonorrhoeal pus. My experiments with live spermatozoa 
and live gonococci are reported in several papers I have 
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There is a condition of artificial necrospermia which is far 
from uncommon, namely, those cases in which the patient, in 
his fear of the condom specimen becoming cold while en route 
to the doctor, places the condom in a jar of supposedly 
warm water and thus carries the condom to the physician. In 
very many cases the water is hotter than anticipated, and the 
heat immediately and permanently kills all the spermatozoa. I 
have also had cases in which the condom, wrapped in a towel, 
was placed under a hot-water bag or a warm radiator while the 
patient was dressing, with the same disastrous effect. It 
is for this reason that patients should be informed that while 
spermatozoa will stand a good deal of cold, the least amount of 
heat above normal will kill them instantly and permanently, and 
they should not, therefore, employ any heat whatsoever to the 
condom. 

At times the powder which. the condom manufacturers put in 
the condom to ensure easy application will kill the spermatozoa, 
so that the condom before being put on should be washed out. 

In spite of the above precautions there still remains the largest 
number of cases which defy the diagnostic and therapeutic 
acumen of the urologist. 

The gynaecologist very wisely refuses to treat a woman for 
sterility until satisfied that her husband is not at fault, unless 
some other indication for treatment exists. Several condom 
specimens should be examined (one is not enough), and if dead 
spermatozoa are found the husband should be examined by a 
urologist and treated for this condition. 

I have seen a few cases in which the examination of many 
condom specimens, with all the precautions previously men- 
tioned, and in some cases as early as 20 minutes after coitus, 
always disclosed dead spermatozoa in the condom, and yet a 
post-coital examination (Huhner test) revealed numerous very 
lively normal spermatozoa. In some of these cases the sperma- 
tozoa removed from the female genitals after coitus remained 
alive for several hours under the microscope, while in the condom 
specimen they were found dead within 20 minutes. It would 
seem that the female genital secretions have the power to preserve 
the vitality of the spermatozoa much more than the ingredients 
of the semen proper. This observation has been made before, 
and its importance can hardly be overestimated. 

It may also possibly explain those cases in which necro- 
spermia, according to condom examinations, was always present, 
but still the female finally became pregnant. Of course, it might 
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be theoretically assumed that in some of these cases extra-marital 
connexion was responsible for the pregnancy, but in some of my 
cases I am as certain as it is possible for a physician to be that 
such was not the case. 

The observation of a condom specimen, no matter by what 
method examined, cannot give such a definite diagnosis as that 
made in many cases by examining the spermatozoa removed 
from the female genitals after coitus, and this is borne out by 
the original observation reported in this paper. 
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Pregnancy and Arthritis Deformans 


BY 


H. D. DE Sa, M.D., F.C.P.S., M.C.O.G. 


Hon. Gynaecologist and Obstetrician, The King Edward 
Memonal Hospital, University of Bombay. 


ARTHRITIS deformans is sufficiently rare in pregnancy to warrant 
publication of a case. Mrs. X was admitted to my wards at the 
King Edward Memorial Hospital, complaining of pain in the 
epigastric region and lower abdomen, headache and amenor- 
rhoea of two months. She presented gross deformities of the 
hands and feet. (Fig. 1). 

The history of the patient. Menstruation began at the age ot 
14 and lasted for four days once a month. The childhood and 
the onset of puberty were uneventful. She was in perfect health 
until her marriage at the age of 18. Her first child was born 
within a year of her marriage, and the pregnancy, labour and 
puerperium were normal. About eight months after her con- 
finement she had pains and swelling on the fingers of her left 
hand accompanied by pyrexia. After prolonged treatment the 
swelling subsided and the pain was relieved, but she gradually 
developed contractures of the fingers. Within two months the 
fingers of the right hand and the toes of both feet were affected 
in the same way, and she experienced great difficulty in walking. 
Although she was under active treatment the condition of the 
fingers and toes did not improve. After the pregnancy her 
menstruation was regular but scanty, the flow lasting two days 
only. 

Three years after the first pregnancy she conceived again. 
During this pregnancy she suffered now and again from pains 
in the fingers and toes. The labour was normal and the 
puerperium uneventful. 

A month after the second confinement she had an acute 
attack of pain and swelling of the fingers and toes. The contrac- 
tures increased and wrist-drop of the left hand followed. She 
was then unable to stand, because of the flexion and contractures 
of the toes. After prolonged medical treatment, the left hammer- 
toe was amputated and several tenotomies were performed to 
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improve the deformities of the hands and feet. She could now 
walk and carry out the ordinary domestic duties, but her hands 
were practically helpless. Figs. 2 and 3 show the morbid changes 
in the joints of the hands and feet on admission. 

On vaginal palpaticn she was found to be about two and a 
half months’ pregnant, but except for the deformities described 
gross pathological lesion could not be detected. Her blood- 
pressure was I10/90. 

Repeated chemical and bacteriological examinations of the ~ 
urine were negative. Kahn’s test and other serological examina- 
tions were negative. Ophthalmoscopic examination was negative, 
and examinations by the dentist and otolaryngologist failed to 
discover any septic focus. Examination by the radiologist for 
any changes or growth in the pituitary gland or any septic focus 
in the roots of the teeth was also negative. Both her children 
were mentally and physically sound. 

The case was one of arthritis of obscure causation. Unfor- 
tunately the nomenclature is used differently by almost every 
writer, and arthritis deformans, rheumatoid arthritis, non-specific 
infective arthritis, and osteoarthritis, are synonyms with authors 
of clinical medicine. 

A great deal has been written about the causes, but the 
majority of these can only be regarded as predisposing conditions 
and not true causes. Sex is regarded as a predisposing factor, 
the frequency in females being stated to be four times that of 
males. Pregnancy and parturition are said to be followed, some- 
times, by non-specific arthritis or arthritis deformans. 

It is common knowledge that an existing infection in the body, 
for example, pulmonary tuberculosis, often undergoes a rapid 
development as a result of pregnancy and likewise a latent infec- 
tion, streptococcal or by any other pathogenic organism, may 
flare up and cause arthritis. This is the probable explanation of 
the aetiological bearing of pregnancy on arthritis. 

Neither the history of the patient nor the investigations carried 
out revealed any infective focus. There was not any evidence 
that the first pregnancy or labour was in any way the exciting 
or predisposing cause, yet one could not exclude the possibility 
of a latent infection. Labour and puerperium predispose the 
patient to various grades of infection, and the site and the agent 
of infection cannot always be detected, with all the resources at 
our disposal. In this patient it is possible that there was a 
dormant focus of infection, contracted during labour or puer- 
perium, and yet undetected, which led to the manifestation and 
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PREGNANCY AND ARTHRITIS DEFORMANS 


recrudescence of the disease whenever favourable conditions for 
the bacterial activity arose. 

A month after the second confinement there was a rapid 
progressive exacerbation of the disease, which after long suffer- 
ing had practically crippled the patient. She was now in the 
beginning of the third pregnancy, despite the use of contra- 
ceptives. She was very disappointed and scared. The question 
now was: could the pregnancy be allowed to continue without 
any risk of a recrudescence of the disease or without any damage 
to the mother or child? If we accept the suggestion of Billings 
and his co-workers ‘‘that the foci of infection are aetiological 
factors in this type of arthritis,’’ if we accept the researches of 
Cecil, Archer, Warren Crowe, and others who have detected 
streptococcus viridans, haemolytic and other organisms in the 
blood of patients suffering from rheumatoid arthritis, although in 
different proportion, what probabilities have we of a normal 
pregnancy and puerperium? Moreover, the eugenic and moral 
aspects of the case had to be considered. 

After consideration of the above questions in all their aspects 
and bearings, I decided to terminate the pregnancy, in the 
interest of the mother. A month after the admission of the 
patient I performed hysterotomy and resected the Fallopian 
tubes. Fig. 4 shows the technique of the operation, and Fig. 5 
the spontaneous expulsion of the ovum after the injection of 
one-quarter c.c. of pituitrin on either side of the incision on the 
anterior uterine wall. The uterine incision was closed in three 
layers. The recovery was uneventful, and so far the general 
health of the patient is good. 


I am indebted to my colleagues, Dr. M. D. Gilder and Dr. 
P. C. Barucha, Hon. Physicians, the King Edward Memorial 
Hospital, for their kind help in the investigation of the case, and 
to Mr. Alvaro Araugo for the drawings which illustrate the 
technique of the operation. 
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A Case of Partial Chorionic Degeneration of the Placenta 
with a Premature Live Foetus 


BY 


Dr. K. M. Masan1. 


DurInG the first six weeks after conception chorionic villi cover 
the entire surface of the chorion. After the sixth week the villi 
covering the greater part of the chorion begin to atrophy, while 
those that are destined to form the placenta continue to grow. 
In most cases of chorionic degeneration the degeneration 
commences while the entire surface of the chorion is covered 
with villi, that is, before the sixth week. The foetus is completely 
absorbed and the mole presents a mass of degenerated chorionic 
villi. In the case I report degeneration must have commenced 
after complete formation of the placenta. The foetus was able 
to develop through circulation from the unaffected portion of the 
placenta. As the foetus was born alive, and lived for two days, 
it is certain that the circulation through the placenta was not 
affected by degeneration of a part of it. 

The patient, who was pregnant for the seventh time, and aged 
29 years, was admitted to the Bai Motlibai Hospital on May 15th, 
1935, for abdominal pain and vaginal bleeding since May 
12th, 1935. Her temperature on admission was 97°F., pulse- 
rate 95, and respiration-rate 22. 

Menstrual history. The patient had had amenorrhoea since 
January 25th, 1935. In April she had severe vaginal bleeding 
which lasted for three weeks, and for which she did not seek 
medical advice. 

Obstetric history. All her previous pregnancies, labours, and 
puerperia had been normal. Her last baby was born eight years 
ago. 

General appearance. The patient was anaemic and under- 
nourished. 

Vaginal examination. The uterus was about the size of a 
four months’ pregnancy. The internal os admitted the tip of the 
finger with difficulty. There was blood on the examining finger. 

Treatment. The patient was put to bed and kept under 
observation. She was ordered light diet. Mistura calcii lactatis, 
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_15 grains to one ounce of water, alternately with mistura potassii 
bromidi, was prescribed. 

May 18th, 1935. There was slight vaginal bleeding. The 
bromide mixture was continued and an injection of a quarter of 
a grain of morphia and a hundredth of a grain of atropine was 
ordered to be given at night. 

May 22nd,.1935. The patient suddenly lost a fair amount of 
blood during the evening. On examination the os admitted the 
tip of the finger. Half a cubic centimetre of pituitrin was given 
hypodermically. 

May 23rd, 1935. The bleeding was slight. Another injection 
of pituitrin was given. 

May 24th, 1935. The bleeding was very little. An injection 
was not given. 

May 25th, 1935. The patient wished to return home, and 
was discharged against advice. 

She was readmitted on August 12th, 1935, at 1m p.m. for 
severe abdominal pain and vaginal bleeding since 9 p.m. She 
also complained of excessive foetal activity. 


On admission. There was slight vaginal bleeding; her pulse- 
rate was 96, temperature 97°F., and respiration-rate 22. 


Abdominal examination. The fundus was nine inches above 
the symphysis pubis. The circumference of the abdomen at the 
level of the umbilicus was 34 inches. The vertex was presenting 
and the foetal heart-rate was 150 per minute. The foetal heart 
was heard to the left of and below the umbilicus. The uterine 
contractions were fair. 


Vaginal examination. The os was three fingers dilated and 
the cervical lips were thin. The membranes were protruding 
and tense. The vertex was presenting. There was blood on the 
examining finger. Placental tissue was not felt. 


Treatment. The membranes were artificially ruptured and 
liquor amnii drained away. A few brownish blood-clots were 
passed at the same time. 

August 13th, 1935. The vertex presented at the vulva at 
2 p.m. Digits of one hand were seen by the side of the vertex. 
The hand was pushed up and the contractions at once became 
stronger. The foetus was delivered at 2.10 p.m. There was 
slight post-partum bleeding before the placenta was expelled. 
The third stage lasted for five minutes. The bleeding stopped 
after the expulsion of the placenta. One cubic centimetre of 
pituitrin and ergometrine was given hypodermically. 
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Examination of the placenta. The placenta was small, but 
in accordance with the duration of the pregnancy. There was a 
sharp line of demarcation between the healthy and the degenerated 
portion. The cross on the foetal surface of the placenta marks the 
site of insertion of the umbilical cord. The placenta weighed six 
ounces. Its size was six by eight inches. The length of the cord 
was 15 inches. 


Infant. The child was a female. It was very feeble and 
premature, weighing only two pounds. The skin of the infant 
was bronzed, as in bronzed diabetes. This pigmentation was 
most noticeable on the upper part of the body, especially the 
face. The infant survived for two days and then died, death 
being due to prematurity. 


SUMMARY. 

The case is interesting because degeneration of the chorionic 
villi commenced after formation of the placenta. Generally 
degeneration starts about the sixth week when the entire surface 
of the chorion is covered with chorionic villi. The first symptoms 
were noticed by the patient about the end of the third month, 
when she had vaginal bleeding for three weeks. The uterus, 
when she was in hospital during May 1935, was not larger than 
the duration of her pregnancy. The sharp line of demarcation 
between the healthy and the degenerated portion is also an 
interesting feature of this case. The circulation through the 
healthy portion of the placenta was sufficient to allow develop- 
ment of the infant, as the infant was born alive, but failed to 
survive owing to prematurity. Post-mortem examination of the 
infant to ascertain the cause of the peculiar pigmentation could 
not be performed, as the relatives claimed the body. 

The case was in charge of Major S.-B. Mehta, and I am 
indebted to him for letting me have the details of the case. 
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The Treatment of “Broad Ligament Neuritis’ by ““A.B.A.” 
BY 


ARTHUR M. SUTHERLAND, M.B., Ch.B., M.C.O.G. 


Extra Dispensary Surgeon, Royal Samaritan Hospital for 
Women, Glasgow. 


INTRODUCTION. 
MANY patients presenting themselves at gynaecological clinics 
complain of pelvic pain in the absence of any recognizable 
pathological condition of the reproductive organs to explain it. 
Further investigation of neighbouring structures discloses the 
origin of the discomfort in some cases—for example, backache 
may be due to subluxation of the sacro-iliac joints or to faulty 
posture. But the origin of others cannot be satisfactorily 
accounted for, and among the most common of these obscure 
complaints is pain in the lower abdomen, usually on the left side. 

In 1930 Young’ observed that certain of these patients showed 
a more or less characteristic syndrome, the outstanding feature 
of which is the aggravation of the pain when the cervix is forcibly 
deflected to one or other side. The patient complains of constant 
pain in one or both sides of the lower abdomen, sometimes 
extending round to the back, or down one or both thighs. The 
pain is accentuated during the premenstrual period, and the left 
side is more frequently affected than the right. 

On vaginal examination the cervix is more or less fixed at 
the vaginal vault. Lateral displacement of the cervix is frequently 
present, especially to the left side, and in the majority of cases 
there is scarring and thickening in the affected lateral fornix. 
Thickening of the utero-sacral ligaments is also found in a 
number of cases. The condition almost invariably follows child- 
birth. 

Young discussed the relation of the pain in such cases to a 
chronic cervicitis, and gave his results in a series of cases in 
which an infected cervix was also present. These cases were 
treated by dilatation of the cervix, followed by cauterization 
with the electric cautery. Sixty-seven cases were followed up at 
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intervals varying from 2 to 12 months after treatment, and the 
results were as follows: Total cases, 67; complete cure of pain, 
33 cases; partial benefit, 21 cases, no improvement, 13 cases. 


In a later paper Young’ dealt with the group of cases of this 
type in which the pain persisted in spite of treatment directed to 
the existing cervicitis, or in which there was no evidence of recent 
or former cervical infection. To such cases he gave the name 
‘“‘broad ligament neuritis’, not in the belief that this term 
expressed a pathological entity, but purely for convenience of 
reference. 


Young treated these cases by the injection of 85 per cent 
alcohol into the base of the broad ligament of the affected side, 
close to the cervix. The results are given in eight cases, in four 
of which the injection was carried out through a laparatomy 
wound, and in four by the vaginal route. In seven of these cases 
the result was satisfactory, the pain disappearing or becoming 
greatly relieved within two or three days of operation. In the 
eighth case there was no improvement. Unfortunately, the pain 
recurred in the majority of these cases within three or four 
months of treatment. 


In an endeavour to find a substance which would give 
more lasting benefit, Hewitt tested the preparation known as 
‘“‘A.B.A.’’, and when I joined his unit at the Royal Samaritan 
Hospital, Glasgow, he delegated this investigation to me. In 
this paper I have detailed and analysed the results which have 
been obtained with this method of treatment. 


The present series consists of 52 consecutive cases of chronic 
pelvic pain, and in each of these the typical syndrome, as de- 
scribed by Young, was present. The relative frequency of the 
site of the pain in these cases was as follows: Left-sided, 39 
cases; right-sided, 7 cases; bilateral, 6 cases. 


Prior to my investigation a considerable number of these 
patients had had various forms of treatment directed towards the 
relief of the pelvic pain, with little or no effect. Intra-abdominal 
lesion was not present in any case. Two of the patients were 
nulliparae, but in the remainder the pain followed childbirth. 
Various minor vaginal lesions were present in a large number of 
the cases, and the appropriate operative treatment was carried 
out simultaneously, as follows: Cauterization of cervix, 27 cases; 
dilatation and curettage, 26 cases; posterior colpo-perineor- 
rhaphy, 23 cases; anterior colporrhaphy, 7 cases; trachelor- 
rhaphy, 6 cases; dilatation of cervix without curettage, 5 cases; 
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tubal insufflation, 2 cases; cauterization of urethral caruncle, 
I case. 


The drug. Before discussing the results, it will be convenient 
here to consider briefly the nature of the drug itself. ‘‘A.B.A.”’ 
(Allen and Hanbury) is a local anaesthetic, originally introduced 
by W. B. Gabriel* for the treatment of pruritus ani. The original 
formula was ethyl-p-amino-benzoate, 3 per cent; benzyl alcohol, 
5 per cent; ether, 10 per cent; and olive oil to 100 per cent. 
Later the relative proportions were altered to ethyl-p-amino- 
benzoate, 3 per cent; benzyl esters, 10 per cent; ether, 2 per cent; 
and olive oil to 100 per cent. 

Still later, a water-soluble anaesthetic was added, the sub- 
stance being re-named ‘‘proctocaine’’, and having the following 
composition : Benzyl alcohol, 5 per cent; butyl-p-amino-benzoate, 
6 per cent; procaine, I.5 per cent; and olive oil to roo per cent. 
‘“‘Proctocaine’’ was not used in any case in the present series, 
but it has since been employed in all cases of this type. The 
immediate results are similar to those obtained with ‘‘A.B.A.’’, 
but as the remote results cannot yet be assessed, these recent 
cases are not included in this analysis. 


Technique. General anaesthesia was used in the majority of 
the cases and in all the earlier ones. The usual anaesthetic was 
open ether, but intravenous sodium evipan was employed in a 
few instances. In the most recent cases in this series and in all 
those treated subsequently, an anaesthetic has not been found 
necessary, in the absence of any other condition requiring opera- 
tive treatment. 

_ A to c.c. Record syringe is used, with a long, fine needle. 
The ampoules are first immersed in hot water to facilitate extrac- 
tion of the oily solution. The patient is placed in the lithotomy 
position, and the vagina is swabbed, out with ethereal soap and 
then with spirit. A self-retaining speculum is placed in the 
vagina, and the cervix is fixed by grasping the anterior and 
posterior lips with volsella. 

The cervix is then deflected laterally, away from the affected 
side. The needle is now passed alongside the cervix to the apex 
of the affected lateral fornix, and the point is then introduced 
parallel with the cervix into the base of the broad ligament, and 
inserted for about three-quarters of an inch. The solution is 
slowly injected and the needle is withdrawn. If the condition is 
bilateral, both sides are treated in this way. The volsella and 
speculum are then removed, and the vagina is finally swabbed 
out with spirit. 
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Dosage. In most instances the amount used was 4 c.c. for 
each injection, but in the earlier cases a smaller dose was occa- 
sionally employed. We now think it advisable, in the light of 
more extensive experience, to employ at least 6 c.c., and if the 
pain is very severe, to increase the quantity to as much as I0 c.c. 

Risks. Not any ill effect was observed in this series or in 
any case subsequently treated by this method. The possibility 
of damage to the vessels in the base of the broad ligament with 
a resulting haematoma must, however, be kept in mind. 

The results are shown in the following table: 


i is re ee ee Oe 
Total number traced ..  .. «0 ) 50* 
I. Complete cure... ... ...  «.. = 25 Cases 
II. Partial benefit oe ae a ae 
III. Noimprovement .. ... ...  ... = 4 ~cases 


Two cases could not be traced. These groups will now be 
considered in turn. 


I. Complete and, so far, permanent cure was obtained in 25 
cases (50 per cent of all cases traced). Two patients were nulli- 
parae; they have remained free from pain for 16 and 18 months 
respectively. The remainder were parous women. These have 
been followed up over a period of 13 months on an average, the 
longest interval since treatment being 20 months and the shortest 
three months. In two instances a slight recurrence of the pain 
was experienced in a subsequent pregnancy, but in both cases 
the pain disappeared after delivery. 


II. Partial benefit was obtained in 21 cases (42 per cent of 
all cases traced). The extent of the relief may be expressed as 
follows : 

(a) In to of these cases the result was so nearly perfect after 
the first injection that the patient was satisfied, or with a second 
injection complete cure was. obtained. In two cases there was 
complete cure on one side in cases of bilateral pain. In one of 
these cases the left-sided pain recurred after the injection, which 
was then repeated: so far (i.e. six months later) the pain 
has not returned. In the other there was slight recurrence of 
the left-sided pain nine months after treatment. The discomfort 
in this instance was so trifling that the patient herself con- 


* Since completing this paper one of the untraced patients has replied by 
letter, in which she states, ‘“‘letting you know I have been in perfect health 
since being operated on, and now have a baby four months old’’. This was 
19 months after treatment. 
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sidered that further treatment was not necessary. In a third 
case there was complete cure of the pain until a subsequent 
pregnancy. The injection was repeated with immediate relief of 
pain, and the patient will be traced at a later date. In the other 
seven cases the recurrence of the pain was slight and after a long 
interval. In not any case was the discomfort sufficient to necessi- 
tate further treatment. The average duration of the result was 
14 months. 

(b) In nine cases there was total absence of pain for an 
average period of 12 months. Four of the patients stated that 
the recurrence of the pain was so slight that they were quite 
satisfied with the result. In four others the pain recurred with 
almost its initial severity. A second injection was given in 
three of these, so far with complete cure. The fourth patient 
failed to report for further treatment. On re-examination of the 
ninth case it was found that the patient had developed large 
retention cysts of both ovaries, and accordingly subtotal hysterec- 
tomy with bilateral salpingo-odphorectomy was performed. 

(c) In the two patients of this group the result was slight and 
transitory. One patient refused further treatment. In the other 
case the injection was repeated with instant relief of pain. She 
will be traced later. 

Summarizing the results in the 21 cases of partial benefit, it 
will be seen that 18 were either almost completely cured by the 
first injection or completely cured by the second. Two refused 
further treatment, and an abdominal operation was subsequently 
performed in the last case. Hence, in the total series of 50 
traced cases complete or almost complete cure was obtained in 
43 cases, or 86 per cent. 


III. No improvement was noticed in four cases (8 per cent 
of all cases traced). One of these patients has been in poor 
general health for several years. She has now a chronic sup- 
purative antral condition, and further pelvic treatment has been 
postponed. The others refused further treatment. 

The relation of chronic cervicitis to these results will now be 
discussed. Of the 50 cases which were traced a coincident 
cervical lesion was treated in 31. The methods used were as 
follows : 


Cauterization of cervix, using the actual cautery ... 25 cases 
Cauterization of cervical canal combined with 
repair of a cervical tear .. .. ... «. «. 6 cases 


The relative frequency of these procedures in the various groups 
will now be shown: 
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No. of cases 





Complete Partial No im- 
cure benefit provement 
No cervical lesion... ... II 5 3 
Cervical lesion treated by 
cauterization or repair ... 14 16 I 





Thus complete cure was obtained in 58 per cent of the patients 
who did not have any cervical lesion and 45 per cent of the 
patients in whom such a lesion was present. Complete or partial 
cure was obtained in 84 per cent of the patients in whom a 
cervical lesion was not present, and in 97 per cent of those who 
had such a lesion. 


CONCLUSIONS. 

1. This treatment gives a complete cure in approximately 50 
per cent of all cases treated and a considerable benefit in about 
85 per cent of all cases. 

2. As is to be expected, the result is better where a co-existing 
cervical lesion can be appropriately treated. 

3. It is unnecessary to open the abdomen to make the 
injection, and injection by the vaginal route has not resulted in 
any complication. 

4. An anaesthetic is not required for the treatment. 

5. “‘A.B.A.”’ and ‘‘Proctocaine’’ give as good immediate 
results as alcohol, and have the advantage that the benefit is 
more lasting. 


I am indebted to Dr. Hewitt for his kindness in allowing me 
to publish these results. 
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‘Williams’ Obstetrics.’” By HeEnricus J. StanpeR, M.D., F.A.C.S., Pro- 
fessor of Obstetrics and Gynaecology, Cornell University Medical College; 
Obstetrician and Gynaecologist-in-Chief, New York Hospital; and Director 
of the Lying-Hospital, New York City. London: D. Appleton-Century 
Co. Inc. 1936. Pp. 1,269. 40/-. 


THE appearance of a new edition of this well-known textbook can almost 
be regarded as an obstetrical event, and the present edition—the seventh 
since its original appearance in 1903—is of especial importance in this way, 
as it is the first to appear since the death of the distinguished founder in 
1931. Professor H. J. Stander, of Cornell University, is responsible for the 
present edition, and in the preface he pays a graceful tribute to Whitridge 
Williams, which will be echoed. by many obstetricians in this country, and 
assures us that the general plan of the book remains unchanged and that 
the book remains predominantly conservative in its teaching. 

Together with the index, the work now extends to 1,269 pages, as 
compared with 845 pages in the first edition; it has thus grown increasingly 
in stature and also in weight, and when it is remembered that the first 
edition was regarded as a most complete exposition of the subject, the 
increased size of the present volume may be taken to reflect the extended 
scope and importance of the subject of obstetrics. The first glance shows 
that the general format of the book is as before, although new type in the 
cross headings creates a rather unfamiliar atmosphere. 

After a full anatomical description of the female pelvic organs, menstrua- 
tion is described and then the maturation, fertilization, and development 
of the impregnated ovum is considered in a chapter of 68 pages. This has 
always been one of the best chapters of the volume, and in this case is 
kept fully up to date by the inclusion of recent work by Corner, Hartman, 
Streeter and others, while the plates of early ova on pages 132 and 133 
represent the early developmental changes with great clarity. 

In the maternal changes in pregnancy various views regarding the causa- 
tion of the striae of pregnancy are discussed but a definite conclusion is 
not reached; it is clear, however, that mere distension has little or nothing 
to do with the production of this sign. The urinary tract in pregnancy is 
fully described and much recent and valuable work is mentioned, but it is 
regrettable that such scant mention is made of the work of Dugald Baird, 
although he is well represented in the bibliography. 

The management of pregnancy is described on sane, common-sense 
grounds, and the dangers of postmaturity are very properly stressed. Labour 
in general, and as affected by the various malpresentations, is fully dis- 
cussed together with the management; but the detailed consideration of 
blood-loss in the third stage is rather pointless, from a physiological point of 
view, as this varies within such wide normal limits. 

In Chapter XVII analgesia and anaesthesia in labour are very fully 
considered, and the conclusion, with which most will agree, is reached that 
no single method is applicable to all cases; it also demonstrates that the 
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American medical profession has been subjected to the same lay-pressure 
as has been the case in this country. 

In discussing multiple pregnancy the time-honoured diagram of locked 
twins is reproduced in spite of the fact that this complication has practically 
never been seen. 

In the induction of abortion it is emphasized that the indications must 
be physical and that the statements of the patient are entitled to but 
little weight; but in inducing premature labour far too much space is devoted 
to the discredited method of accouchment forcé, while figure 347 on page 535 
showing Harris’s method of manual dilatation of the cervix should be 
omitted on account of the great danger of the manipulation. Simple puncture 
of the membranes is scantily considered, while no mention is made of the 
work of Fitzgibbon in this respect. 

The chapters on the forceps, version and extraction, and Caesarean 
section are comprehensive and reflect fairly accurately the views and teach- 
ing in this country, but the lower segment route is not emphasized as much 
as would be expected from a perusal of current American literature. 

Almost 80 pages are devoted to an exhaustive consideration of the 
toxaemias of pregnancy and the views expressed regarding hyperemesis are 
sound, while we fully agree with the difficulty mentioned in assessing certain 
cases as toxic or neurotic. It is good to note that eclampsia is not regarded 
as always preventable and the account of this condition is comprehensive. 
The many theories of origin are critically examined, and in the discussion 
of appropriate treatment the author comes down heavily in favour of con- 
servatism. The statement that ‘‘in the past large numbers of women have 
been sacrificed in the attempt to terminate the pregnancy promptly, and 
that many lives could have been saved had more conservative treatment 
been employed”’ is not too strong. 

As in previous editions dystocia is tully considered especially in its 
relation to contracted pelvis and in the slighter degrees of disproportion due 
to this complication—the most difficult cases on which to form a judgment— 
trial labour is strongly advised practically to the exclusion of induction of 
premature labour, and this policy is supported by arguments which would 
appear unanswerable. The consideration of ante-partum haemorrhage is, 
obviously, one of the most important chapters of an authoritative volume 
of this kind, and it is here tully and carefully described. In discussing 
treatment, conservatism is still advised, and it is shown by parallel statistics 
that routine Caesarean section over a series of cases carries with it a death- 
rate practically the same as with less heroic measures; but the value of blood- 
transfusion is rightly pressed. De Ribes’s balloon is greatly favoured, 
while Willett’s forceps are not mentioned and in both these ways the treat- 
ment advised is directly opposed to what obtains in this country, while 
vaginal packing does not appear to play any part in the treatment. It is a 
pity that the excellent results of simple puncture of the membranes in so 
many marginal cases in the early stages of labour are not more stressed. 
A real defect here is that the great element of shock in ante-partum haemor- 
rhage, irrespective of the amount of blood lost, is not sufficiently emphasized; 
this is often the most important clinical aspect of these cases. 

Many methods of treating puerperal sepsis are reviewed, but here again 
the author rightly leans to conservatism, and his remarks at the head of 
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page 1,209 are wise and could be taken to heart by many obstetricians with 
great advantage. 

The work of Colebrook and his associates on the effect of prontosil on 
this condition is too recent for inclusion but in another edition this will, 
no doubt, be fully noticed. 

The book is well up to the standard of its predecessors, and Professor 
Stander has succeeded admirably in grafting recent work on to the main 
trunk of the original volume. His task has been difficult and delicate, and 
he merits congratulation. 

The illustrations are excellent, as before, and a number of new ones are to 
be seen amplifying or replacing some of the old ones; the bibliographies at 
the ends of the various chapters are as useful as ever for further reference 
work. 

While American and German work has been mainly noticed, Dr. Stander 
has not been so neglectiul of worthy British work as many other American 
writers. 

On the title-page the book is described as ‘‘For the use of students and 
practitioners’, but it is certainly not a book to be recommended to under- 
graduate students as it is far too exhaustive although never exhausting; 
this work can be properly appreciated in its correct perspective only by 
those with a fair obstetrical experience, but to them it will remain as before 
a sound, sane, conservative reference to modern obstetrical thought and 
practice and, as such, can be strongly recommended. 

Gilbert I. Strachan. 


‘‘A Textbook of Gynaecology, for Students and Practitioners,’’ by JAMES 
YounG, D.S.O., M.D., F.R.C.S. (Edin.), F.C.0.G. A. & C. Black Ltd., 
London, 1936; 417 pages, 220 illustrations. Fourth edition. 


THE first edition of Professor Young’s book was published in 1921. That 
the author has been able to pour all the new wine of the last 16 years into 
the present revised edition is in itself a tribute to the book’s high qualities. 
Since the book’s first appearance Professor Young has joined that illustrious 
line of his compatriots who have migrated to London to teach; the present 
edition thereby gathers an added importance. 

The first standard of criticism by which a textbook such as this must 
be measured is the extent to which it presents an adequate and balanced 
summary of the whole subject, provides enough detail to minimize the woolli- 
ness which characterizes most students’ knowledge of gynaecology, avoiding 
at the same time over-emphasis on particular aspects, one of the pitfalls 
which beset any book written by a single hand. The book certainly fully 
satisfies such a standard and it may be confidently recommended to students 
preparing for their final examination. 

Its lay-out follows standard lines. There are eight sections, dealing in 
turn with anatomy and physiology, methods of examination, disorders of 
function and symptoms, displacements, infections, extra-uterine pregnancy, 
new growths, errors in development, operative gynaecology. The relegation 
of the section dealing with developmental anomalies to the end has much 
to commend it. One might have wished the author had thought fit to 
include a section dealing with abortion and its complications, which in 
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practice come within the purview of gynaecology, and also a note on the 
methods of contraception, a subject in which it is essential for a student 
to understand some underlying principles. 

A second critical requirement for a textbook is that in addition to 
furnishing a comprehensive summary of the subject it shall express or 
reflect the personality of the author. Otherwise it will remain a dead thing, 
written equally well by any competent recent graduate. Gynaecologists 
and practitioners will find much of value and interest in this book in those 
parts of the subject which Professor Young has made his especial concern, 
notably the problems of malfunctional bleeding, pelvic pain, and chronic 
cervicitis. 

The third test of a modern textbook is the extent to which it forms a 
sound guide to recent theories and fashions. At the moment such a criterion 
applies especially to the field of endocrinology. A wisely conservative atti- 
tude has been adopted in this book and the author has contented himself 
with a description of such aspects of endocrinology as have been established. 
A more detailed description might possibly have been given with advantage 
of the details of the Aschheim-Zondek test and the chemistry of the sex 
hormones, and exception may be taken to the statement that ‘‘recently 
there is growing up a new science in gynaecology in which lower animals 
are employed to discover the nature of hormonal variations’’. The progress 
of gynaecology has always depended upon the adoption of the results and 
methods of outside biological disciplines as they have become available, and 
endocrinology must not be regarded as constituting an inner mystery, any 
more than pathology, biochemistry, radiology, genetics, etc. The statement 
that there are two types of oestrin in the urine of pregnant women, one 
active the other inactive, surely implies a finality of knowledge which is 
scarcely justifiable. In general, Professor Young’s selection of recent work 
is admirably judicious, especially in regard to the nature of the solid ovarian 
tumours. 

The fourth requirement of a review of any textbook is that attention 
shall be drawn to any ways in which the book departs from orthodox views 
without stating the reasons for such a divergence. In this regard a saying 
of Max Beerbohm’s seems relevant: ‘‘You may call it monstrous that a good 
writer should be at the mercy of a review, but I doubt whether the good 
writer is himself aggrieved. He needs no mercy’’. It is difficult indeed to 
find any such details in the book, as the following disconnected list wiil 
show. 

The statement is made that the prevention of prolapse depends upon 
enlightened midwifery and thorough repair of any damage to the pelvic 
floor at the time of childbirth, but it is not made clear whether the immediate 
repair of high lacerations is advocated. The point might with advantage 
have been made clearer that the varieties of prolapse depend entirely on the 
levels of injury to the supports of the uterus and vagina, and no mention 
is made of the high frequency with which utero-vaginal prolapse manifests 
itself for the first time at the menopause. No reference is made to the use 
of a pessary on trial in doubtful cases of backache. More attention might 
well have been given to the role of infected abortion in the aetiology of 
salpingitis, the need for examination of the nervous system in disturbances 
of micturition and the fundamental difference between mobile and fixed 
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retroversion. The non-operative management of cases of vesico-vaginal 
fistula might have been dealt with more fully. The principles on which 
radium and X-ray therapy are based are not touched upon, and no stress 
is made on the need for a preliminary diagnostic curettage in all cases of 
bleeding in which this form of treatment is adopted. Attention is drawn 
to the theoretical risks of preconceptional maternal irradiation but no men- 
tion made of the very real risks to the foetus of post-conceptional irradiation. 
In the chapter dealing with ectopic gestation Professor Young emphasizes 
the valuable point that some cases may be treated expectantly, but does 
not refer to the question of the conservation of the affected Fallopian tube 
in cases operated upon. It is interesting to note in the chapter on sterility 
a recognition of the genetic basis of many cases. In the otherwise admirable 
section on leucoplakia it is recommended that excision of the vulva be 
combined with removal of the inguinal glands. Direct cystoscopy is 
described at much greater length than the indirect method; ventral fixation 
is condemned out of hand and no mention is made of the very satisfactory 
vesical septum method. Is it really possible to dilate the non-pregnant 
cervix enough to allow a finger to work within the cavity of the uterus? 

The fifth and last requirement of a textbook is that its indexing shall be 
thorough and the printing clear, in both of which respects the present edition 
leaves nothing to be desired, though Messrs. Black might with advantage 
have furnished the book with a stronger back. 

Professor Young and the London Postgraduate School have very good 
cause to be proud of this edition. 

Percy Malpas. 


‘Kidney Pain, its Causation and Treatment.’’ By J. Leon Jona, D.Sc. 
(Adel.), M.D. (Melb.), M.S. (Adel.), F.R.A.C.S., M.C.0.G. 94 pages, 
with 61 illustrations. Price 7s. 6d. (J. & A. Churchill, London.) 


In a recent lecture delivered at Aberdeen, Robert Hutchison referred to the 
changing outlook of medical science on disease. The diagnostician is no 
longer content to visualize the gross anatomical and pathological changes of 
the post-mortem room; he tries to look further to the abnormalities of 
function which may accompany organic change or may themselves be the 
sole cause of symptoms;, and he tries to look still further to find the cause 
of those functional disorders in morbid changes or functional disorders of 
remote organs connected by the blood-stream or the nervous system, or in 
some abnormality of the patient’s condition or metabolism. This tendency 
of thought with regard to the kidney has been increasingly evident in 
publications in the journals, but by gathering together the scattered work 
which has been inspired by this conception of function, and by himself 
adding so largely to its experimental and clinical justification, Mr. Jona 
has rendered a real service to urology. 

An immense amount of energy has been directed to the problem of the 
secretion of urine, but until recently (Engelmann’s accurate description in 
1869 of the peristaltic action of the ureter was an isolated exception), very 
little interest has been taken in the mechanism by which the urine is 
passed on through the system of muscular tubes which intervenes between 
the collecting tubules and the bladder. Methods of urological investigation 
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used to be considered particularly exact; nevertheless they failed to find 
any anatomical or pathological explanation for many cases of renal pain, 
as every urologist recognized to his regret. We have become accustomed 
in gastric and duodenal disease to thinking in terms of function of the 
musculature as well as of crganic lesions; and malfunction discovered by 
radiography may in some cases be the sole cause of symptoms, in others 
it may point to otherwise unsuspected organic disease, either locally or at 
a distance. No radiologist would now care to give a diagnosis on even a 
series of radiograms of the stomach without having watched the function 
of the organ on the screen. It may be that we shall come to adopt the 
same attitude to the upper urinary tract. 

Jona’s work is an example of that fruitful method of clinical research 
which was so dear to the heart of Sir James Mackenzie. The methods are 
simple and easily applied to the patient. They are the radiological method 
of psychology and the graphic method of pyelometry. Both had been 
used previously in somewhat different forms. By these methods functional 
abnormalities can be analysed. The abnormalities which may be present 
are spasm, atony, inco-ordination and retrograde peristalsis. The pharmoco- 
logical action of various drugs had been observed, and the therapeutic 
effect of these drugs appears to confirm the diagnosis as reached by these 
methods. It also appears that changes in posture have a remarkable effect 
on the contractions of the musculature, and it may be found that exercises 
will play an important part in the treatment of these cases. 

In Jona’s view primary malfunction, corresponding to achalasia in other 
muscular tubes, is rare. Local abnormality of the urinary tract, such as 
pressure or irritation from without, e.g. trom an aberrent vessel, inflamed 
gland, inflamed appendix, infection of the urine, or local disease of the 
kidney, may cause malfunction of any of the recognized types. A case of 
haematuria is quoted, in which atony of one calyx was the only abnormality 
found, but led to exploration and removal of a kidney which contained a 
small tumour. The retrograde peristalsis in the ureter, which he has often 
observed, is interesting from the point of view of ascending infection, and 
swings the pendulum back again from peristaltic-ureteral lymphatic spread 
to the older theory of luminal ascent. In a large number of cases the mal- 
{function is due to a reflex from some organ having an associated nerve 
supply, especially the appendix and gall-bladder,.and it disappears when 
the offending organ is removed, This adds another syndrome to the charge 
of chronic appendicitis.. It would appear necessary to bear in mind that 
an abdominal syndrome may have a reflex renal component. A fourth 
type of renal malfunction may be associated with some general condition of 
the body; for instance atony is apt to occur in the visceroptotic type of 
individual in whom the smooth muscle of other organs is atonic. There 
is some evidence also that metabolic and hormonal influences may play 
their part. ; 

This little book is by no means without interest to gynaecologists. The 
author is himself a gynaecologist, and it is strange that he should give so 
little space to the changes occurring in the upper urinary tract in pregnancy. 
Dugald Baird has made some careful studies of these changes by similar 
methods (this Journal, xlii, pp. 577 and 733). It appears probable from 
experimental work that oestrin causes dilatation and lengthening of the 
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ureters, and that similar changes occur in pregnancy, while pressure by the 
uterus on the right ureter at the pelvic brim is a later factor occurring in 
some cases. The author has little to say about renal sympathectomy, but he 
evidently regards it as premature. 

This is a very stimulating book, and promises to open up a new field 
of diagnosis and treatment. The subject is still young, and time must 
make the final verdict. 

Alan W. Cubitt. 


“Gynaecological and Obstetric Tuberculosis.’’ By E. M. Jameson, B.S., 
M.D. Cp. 256. (Balliére, Tindall & Cox). Price 16s. 


THE work under review will prove to be of immense value to both 
physician and gynaecologist alike, and within 250 pages every aspect of 
tuberculosis as it affects the pelvic organs is discussed, together with a 
treatise on the subject of pregnancy complicated by various tuberculous 
lesions. Dr. Jameson holds the office of Attending Surgeon to the Saranac 
Lake General Hospital and Reception Hospital, and the personal touch of 
the author throughout indicates a detailed study of his subject, and in 
many directions he gives a new conception of a little known subject. 

The volume is arranged in three parts. (1) The effect of pulmonary 
tuberculosis on the female genital organs. (2) The infection of the genital 
organs and the peritoneum. (3) The problem of pregnancy in the tuber- 
culous woman. 

Throughout the work very careful clinical observations are manifest 
and the conception of the various modes of infection in cases of genital 
tuberculosis are carefully analysed. All deductions are lavishly supported 
by animal experimentation, and the laboratory work entailed in the pro- 
duction of the manual is very considerable. The hitherto controversial 
subject of pregnancy complicated by pulmonary tuberculosis is dealt with 
in a masterly fashion, and the author does not support the frequent inter- 
ference so commonly practised in the past, though, of course, he un- 
hesitatingly recommends termination of pregnancy in certain well-defined 
cases. In many cases he recommends disregard of the pregnancy with 
active local treatment for the tuberculous lesion by collapse therapy 
together with adequate general measures. 

There is little doubt that the physician, the obstetrician, and the gynae- 
cologist can learn much from this work, which is beautifully illustrated and 
sanely written without the slightest evidence of bias. A most complete 
bibliography is included which should prove invaluable to research workers 
in this field of study. 

C.D.R. 


‘‘The Management of the Newborn Baby. A Guide for Midwives.’’ By 
AtaN MoncrigEFF, M.D., F.R.C.P. Published bv the Association of 
Maternity and Child Welfare Centres, Carnegie House, W.1. Price od. 

Tuts excellent book contains a large amount of information on the care of 

the infant. Such information, based on scientific principles and described by 
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an expert, is especially welcome at the present time when the need for 
better and more consistent teaching in the care of young children is being 
urged by midwives, and especially by those responsible for the training of 
pupil-midwives. The description of the probable or possible complications 
occurring in the child at or immediately after birth should be of the greatest 
assistance, and many lives may be saved if midwives will base their practice 
on these lines. 

The duties of the midwife in the general care and hygiene of the child 
are also described in considerable detail, and the author especially points 
out the need for strict precautions to avoid infection during the first few 
weeks of life until the child’s resistance is raised. The section dealing with 
Disorders and Birth Trauma is particularly useful, and includes a description 
of the signs which would enable the midwife to recognize that the condition 
was one which should receive early and expert attention. 

The General Care and Feeding of Premature Infants concludes a book 
which may be recommended to all midwives and others who are responsible 
for the care of young infants. 

M. W. Sparkes. 


“‘A Marriage Manual,’ by Drs. Hannah and Abraham Stone. (Messrs. 
Victor Gollancz Ltd., London, 7/6). 


Tus light and airy conversational piece, written in characteristic trans- 
atlantic style, is not a book for the gynaecologist: it is essentially for the 
layman. The subject matter, though dull, is accurate, and we were unable 
to find any real mistakes in the whole of the 300-odd pages: it is even 
up to date. The chapter on birth control is confusing, and the authors 
have failed to commit themselves to any really concrete suggestions: they 
fail to drive home the points which they have quite reasonably made. 

Although we cannot help feeling that here is a crambe repetita of Stopes, 
Ellis, and Kraft Ebing, yet this is a book which might well be recommended 
to those about to marry. Being written in a clean style, it can do them 
no harm, and if they are really ignorant it will do them much good. 

J.H. 


‘‘Periods of Fecundity and of Sterility in Woman.’’ By Prof. H. ViGNEs 

and Dr. M. Rosey. 
THE existence of physiological periods of fecundity and of sterility in women 
has been a much debated problem since the original works of Ogino and of 
Knaus. The two views favoured by physiologists and gynaecologists res- 
pectively are well known. The former maintain that there are well-marked 
periods of fecundity and of sterility during the intermenstrual phase, 
whereas the latter admit the possibility of fertilization any time during the 
intermenstrual phase. 

The authors have taken advantage of the excellent clinical material at 
their disposal to investigate the problem. They conclude that the two 
theories in favour are extreme in outlook. They believe that the date of 
ovulation can be determined by the time of menstruation—but, on the other 
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hand, they admit that up to the present time there are no means of telling 
whether a woman is normal or abnormal in her menstrual cycle. 
The book is of 88 pages, it has a good bibliography, and is published by 
Messrs. Masson et Cie, Paris. 
A.H.C. 


“Obstetric Technique: Methods in use in the Obstetric Unit, University 
College Hospital, London.’’ By F. J. Browne, M.D., Ch.B., D.Sc., 
F.R.C.S. (Ed.), F.C.0O.G., Director of the Unit, Professor of Obstetrics 
and Gynaecology in the University of London. Pp. 70, 2s. (Shrews- 
bury: Wilding and Son Ltd.). 


In this little book, which will fit comfortably into a coat pocket, a sum- 
mary is given of the methods at present adopted at University College 
Hospital in the conduct of labour and in the care of the mother and infant 
during the puerperium. Alternating blank pages are provided for addi- 
tional notes or alterations. 

Despite its small size this booklet contains a surprising amount of 
information and detail of fundamental importance to nurses, students, and 
practitioners, in addition to much that will be of interest to all who are 
concerned with the organization and control of obstetrical units. Due 
emphasis has been given to recent work on droplet infection, and to asepsis 
and antisepsis in labour and the puerperium, but a note on the improve- 
ment, if any, in the unit’s morbidity-rate since the adoption of the 
technique advocated would be of interest. 

Though readers will not all agree with certain of the treatment advised, 
especially in the section dealing with Pre-eclamptic Toxaemia and Ante- 
partum Haemorrhage, all will admire the conciseness and clarity with which 
the book has been written. It is a publication which can be heartily 
recommended to all who are interested in the practice of obstetrics. 

JS: 


“Safe Childbirth.’ By KaTHLEEN VAUGHAN. Cloth, 7s. 6d. (Baillitre, 
Tindall and Cox.). 
THOUGH probably few obstetricians would accept Dr. Vaughan’s conclusions 
in toto, her book is timely and gives us much to ponder. It is refreshing 
to turn, say, from the treatment by prontosil of already established disasters 
to a contemplation of what we can do for the mothers of 20 years hence. 
Dr. Vaughan considers that the tripod of safety for childbirth consists in 
the round pelvic brim, flexible pelvic joints, and the natural posture in 
labour. She adduces evidence to show that the round pelvis, such as the 
bushwoman possesses, is associated with ease in delivery. ‘‘A larger foetal 
head can be born through a pelvis with a circular brim than through any 
other shape of inlet with a similar boundary measure.’’ She points out the 
resemblance between the acts of expulsion of the contents of the lower bowel 
and expulsion of the foetus, and recommends the squatting position for 
both acts because it stretches the pelvis to its fullest capacity. In woman. 
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squatting for the former practice prepares the pelvis for its most important 
function, child-bearing. She also puts in a strong plea for the use of the 
same position during labour, modified when it is necessary to retard the 
birth-process. The importance of diet, light, and exercise during childhood 
is stressed. Her points are illustrated from experience with many different 
races throughout the world. Many will disagree with her condemnation 
(p. 134) of exercises in the puerperium, though she emphasizes their value 
during pregnancy. It is impossible in a review to mention all the items of 
interest raised: suffice it to say that the book will repay careful reading. 
In the second edition it will be desirable to make the index more complete. 
and the references in the bibliography more precise. 
A. M. Claye. 
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Review of Current Literature. 


Director: FREDERICK Rogurs, M.A., M.D., M.Chir. (Cantab), 
F.RC:S.,. F:C.OG. 


TuIs Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘‘Journa) 
of Obstetrics and Gynaecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journai; Bulletin Médica! 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology: The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgion.—Bruxelles Medical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gyniakologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—RBoletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
vear an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; A. H. CHENARD, M.B.; 
B. GILBERT, Esq., F.R.C.S.; R. C. Ligurwoop, M.D.; J. A. Moore, 
M.B.; C. D. Reap, F.R.C.S. (Edin.); F. Rogurs, F.R.C.S.; 
R. WINTERTON, F.R.C.S. 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: R. H. B. Apamson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. DatNow, M.D.; P. Matpas, F.R.C.S.; T. N. A. JEFFCOATE, 
F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: JANE H. FILSHILL. 
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The Canadian Medical Association Journal. 


Vol. xxxv, No. 6, December 1936. 


*Endometrial hyperplasia: a clinical entity. E. M. Blair. 

*Haemorrhagic encephalitis from neoarsphenamine in pregnancy. F. E. 
Cormia, 

“The effect of oestrogenic hormones on the nasal mucosa: their role in 
the naso-sexual relation and their significance in clinical rhinology. 
H. Mortimer, R. P. Wright, and J. B. Collip. 

*Menorrhagia and its modern treatment. E. Shute. 

*Death from vaginal insufflation. S. J. S. Peirce. 

ENDOMETRIAL HYPERPLASIA: A CLINICAL STUDY. s 
Endometrial hyperplasia is a new diagnosis. Cullen, in 1900, described 

and named the condition, but its cause was not ascertained until nearly 30 

years later. Hitschman and Adler, in 1908, described the histology of 

normal menstruation. In 1923 the action of sex hormones began to be 
investigated and slowly understood through the work of Schoeder, Myer, 

Zondek, Frank, Novak, and others. 

Normally, after menstruation the endometrium hypertrophies under the 
influence of oestrin, produced by ripening follicles, for about nine days, 
when ovulation normally takes place and the corpus luteum rapidly forms, 
elaborating progestin, which, for the next 1o to 12 days, causes further 
development of the endometrium. The corpus luteum then dies and 
menstruation immediately supervenes. In cases of hyperplasia of the 
endometrium, there is an absence of development of the corpus luteum, 
but the follicle persists, ovulation probably not taking place, the result 
being that an excessive amount of oestrin is produced and poured into the 
system, over-stimulating the endometrial development, which again fails to 
be checked, as it is in normal cases, by the presence in the system ot 
progestin from the corpus luteum. 

Uterine bleeding is almost invariably associated with endometrial hyper- 
plasia. Why this should be is not quite clear. 

In the Vancouver General Hospital during 1934 161 hysterectomies 
were performed, 51, or 20 per cent, for endometrial hyperplasia. The 
average age was 39 years, 28 patients out of the 31 being 35 years of age. 
None of these cases was diagnosed as such before the operation; in 50 per 
cent of the cases a diagnosis of fibromyomata was made; in 11 otf the cases 
it was noted that single and multiple cysts were present in the ovaries; 
in 19 cases no report of the condition of the ovaries was made. Eighty- 
three patients had fibromyomata in the uterus; 67, or 81 per cent, of whom 
showed, in addition, definite hyperplasia of the endometrium; 10 of the 
cases were in women over the age of 47 years. 

This constant finding of hyperplasia of the endometrium with fibroids 
raises the question of a common aetiological factor, namely, hyperoestinism. 

The cause of non-rupture of the follicle is not definitely known. It is 
possible that inflammation may cause hardening of the ovarian surface. 

The incidence of fibroids, and also of salpingitis, is very high among 
negroes. Furthermore, it is believed that fibroids in the coloured races were 
rare before tubal (secondarily ovarian) inflammation became common. 
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Fibroids, it must be remembered, have a tendency to grow rapidly 
during pregnancy, when the rate of production of oestrin is high. 

The author is of opinion that exploratory curettage, with examination ot 
the endometrium, should be undertaken in cases of uterine bleeding, that 
the production of an artificial menopause should have a greater place in 
the treatment of selected cases than is generally practised; and that endo- 
crine therapy should be continued in the hope that, with further develop- 
ment in the knowledge of this subject and the production of these endo- 
crines, its use should prove increasingly effective. 


HAEMORRHAGIC ENCEPHALITIS FROM NEOARSPHENAMINE IN PREGNANCY. 

The author reports a case of haemorrhagic encephalitis following an 
injection of neoarsphenamine and which ended fatally. The patient was 
23 years of age, was in the fifth month of her second pregnancy, and 
appeared to be normal and healthy, except for the fact that a Wassermann 
test was positive. 

The history of the case and the summary of the post-mortem pathological 
findings is given in full detail. The literature of the subject is also discussed 
at some length, and the author is of the opinion that several significant 
factors in the causation can be identified. The most important of these is 
over-dosage. The maximal weekly dose of neoarsphenamine to be given 
during pregnancy should be 0.3 gram. 

Haemorrhagic encephalitis appears to occur much more frequently 
during pregnancy than in non-pregnant women. 

While the drug is being administered to young patients careful watch 
should be kept for headache, abdominal pain, fever, restlessness or nausea, 
occurring within two or three days of the injection of the drug. Should 
such signs and symptoms supervene, the injections must be stopped, 
adrenalin should be given in large doses and spinal drainage should be 
supplied, especially if signs of cerebral oedema are present. 

A very full bibliography is appended. 


THE, EFFECT OF OESTROGENIC HORMONES ON THE NasaL MUCOSA: THEIR 
ROLE IN THE NASO-SEXUAL RELATION AND THEIR. SIGNIFICANCE IN CLINICAL 
RHINOLOGY. 

The belief that there is some association between certain sexual states 
and change in the nose dates from very remote times. 

Bresgen, in 1881, noted that menstruation was associated with change in 
the mucous membrane. Mackenzie, in 1884, described nasal engorgement 
coincident with menstruation, and he also defined the specific areas in the 
nose which were especially affected. Fleiss, in 1897, described changes 
found in the nose during menstruation, pregnancy, labour, and in the 
puerperium. There were areas showing marked hyperplasia and swelling 
which he called: genital spots. 

Since 1912 the literature on the naso-genital relation has been rather 
meagre, consisting chiefly of case reports of nasal dysmenorrhoea and 
vicarious menstrual epistaxis. 

As a result of investigations, the authors are of the opinion that crystal- 
line oestrone, oestriol and emmenin cause swelling of the nasal mucosa. 
Effects were produced in castrated animals and in males as well as females. 
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for the mature and immature. In certain monkeys this nasal congestion was 
synchronous with phases of activity in sex-skin areas. 

One of the authors noted that the changes associated with menstruation 
and pregnancy had many characteristics which differentiated them from 
swelling and oedema due to rhinitis. 

It appears from these observations that the ovarian hormones have 
specific action upon the mucous membrane covering the turbinate bones of 
the nose. It produces congestion and perivascular oedema, and if these 
actions are prolonged, cellular infiltration follows, and permanent enlarge- 
ment of the turbinate bones may be produced. 

Observations have been made upon children of a certain family, all of 
whom suffered from atrophic rhinitis. Furthermore, all showed signs of 
hypo-pituitarism. Two female members of the family had never menstru- 
ated. Two other members were treated with applications of oil containing 
oestrin to the nasal mucosa and the condition seemed to improve as com- 
pared with controls treated by applications of oil without oestrin. 

A fairly full bibliography is appended. 


MENORRHAGIA AND ITS MODERN TREATMENT. 

Menorrhagia is extremely common, although it is seldom so pronounced 
as to cause marked anaemia or prostration. 

Endometrial hypertrophy, due to excessive oestrin in the blood, is the 
commonest cause. Other causes of menorrhagia are pelvic inflammation, 
pelvic congestion and blood dyscrasias. : 

A new property of blood-serum which contains an excess of oestrogenic 
substance has been discovered. Such blood-serum has the power to resist, 
for a short period of time, proteolytic digestion by the ferment trypsin. 
Utilizing this test it can be demonstrated, by a simple laboratory procedure 
requiring one and a half hours, that there is excess of oestrogenic substance 
in a given sample of blood-serum. When it has been established by this 
test that there is an excess of oestrogenic substance, the line of treatment 
to be followed is clearly indicated, namely, the elimination of such oestro- 
genic hormones by feeding with thyroid; for example, one grain of thyroid 
extract twice daily. Furthermore, this treatment with thyroid affords 
further test for the presence of oestrin in excessive amounts. 

As regards treatment, the author deprecates the too-ready aptitude for 
such operations as are designed for correction of uterine retroversion, or 
hysterectomy in young women. Should the haemorrhage be very severe, 
blood-transfusions will tide the patient through temporary anaemia until the 
treatment, possibly assisted by curettage, may bring relief. 

Radium and X-ray treatment are not regarded favourably. Radiation 
therapy chiefly affects the ovaries and the results are not either reliable or 
satisfactory. The author reports on six cases. 

A very full bibliography is appended. 


DEATH FROM VAGINAL INSUFFLATION. 

A case is reported of a.woman aged 26 years under treatment for vaginal 
trichomoniasis. The vagina was painted with mercurochrome, then ballooned 
under slight pressure and an antiseptic powder was insufflated. Immediately 
the patient complained of feeling funny and died in a few minutes. 
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The body was immediately embalmed after which a post-mortem exam- 
ination was made. The organs appeared to be normal in every way. The 
uterus was of the size and consistence of four months’ pregnancy. The 
uterine wall was soft and flabby and the superficial venous sinuses were filled 
with air. When the uterus was incised, air, which lay between the uterine 
wall and the membranes, escaped with a rush. On removal of the uterus it 
could be demonstrated that mild pressure to the cervical canal] sufficed to 
fill the uterus with air. The vena cava and all visible blood-vessels, including 
the coronary and cerebral vessels, contained air. 

The author concludes that death was due to air-embolus, as the result of 
air entering the vascular system through patulous uterine sinuses. 

The treatment of vaginal trichomoniasis by insufflation during pregnancy 
seems to be definitely contra-indicated. 

J. Lyle Cameron. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxi, No. 4. 


The probable role of the hypercholesteremia of pregnancy in producing 
vascular changes in the placenta, predisposing to placental infarction 
and eclampsia. R. A. Bartholomew and R. R. Kracke. 

*Foetal blood studies. N. J. Eastman. 

The period of puberty and the inception of menstruation. C. F. Fluh- 
mann. 

Statistical studies on puerperal infection. C. H. Peckham. 

*Diihrssen’s incisions. A. B. Hunt and W. B. McGee. 

Argyria uteri. G. Gellhorn. 

Varying patterns of dried blood-serum of women. J. T. Smith. 

*Interstitial radiation of the cervix, with a suggested modification ot 
Taussig’s operation. C. Duncan. 

Double malignant tumours of the uterus. V. S. Counseller and W. L. 
Butsch. 

Treatment of amenorrhea. John Rock and M. K. Bartlett. 

The incidence and treatment of secondary anaemia in out-patient mater- 
nity patients. O. J. Toland. 

The role of the amniotic sac in labour. L. C. Spademan. 

Haemoglobinuria as a symptom of ruptured ectopic pregnancy. W. T. 
Pommerenke. 

The treatment of senile vaginitis with oestrogenic hormones. A. Jacoby 
and B. Rabbiner. 

An analysis of 569 forceps operations. H. F. Kane and H. P. Parker. 

Adenocarcinoma of supernumerary breasts of the labia majora in a case of 
epidermoid carcinoma of the vulva. H. J. Greene. 

Observations on the use of Collip’s emmenin in the menopause. C. Mac- 
farlane. 

Massive collapse of the lung complicating parturition. H. B. Wilson. 

Pregnancy in sporadic cretinism. R. J. Patton. 

Abnormal human ovum in a stage preceding the primitive streak. E. A. 
Edwards, H. O. Jones, and J. I. Brewer. 
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Spontaneous delivery complicated by rectal stricture, recto-vaginal fistula, 
and rupture of the rectum. F, A. Kassebohm and M. J. Schreiber. 

Septate vagina complicating labour. G. N. Adamson 

Fibromyoma of the cervix uteri; three cases, one developing in the cervical 
stump after hysterectomy. J. P. Greenhill. 

Interstitial pregnancy. F. C. Spencer. 

Complete torsion of the Fallopian tube and ovary complicating pregnancy. 
D. Sheldon. 

Obstetric effigies of the Mound Builders of Eastern Arkansas.  S. C. 
Dellinger and E. G. Wakefield. 

~ Primary tuberculosis of the vagina’ J. L. McColdrick. 

A fatal case of yeast meningitis in pregnancy. H. B. Timerman. 

Society transactions. 

Selected Abstracts—Physiology and pathology of pregnancy. 


Vol, xxxi, No. 5. 


*Blood chemistry and renai function in abruptio placentae. W. J. Dieck- 
mann. 

*Late results in‘ the treatment of leucoplakic vulvitis and cancer of the 
vulva. F. J. Taussig. 

The aetiology, diagnosis, and treatment of evisceration following laparo- 
tomy. E. von Graff. 

Hormonal studies with the ovipositor lengthening reaction of the Japanese 
bitterling. A. E. Kanter, C. P. Bauer, and A. H. Klawans. 

Mechanics of uterine support and position. E. W. Mengert. 

A syndrome suggestive of oestrogenic deficiency. P. F. Schneider. 

*The effects of X-rays and radium on cancer of the cervix. E. S. Auer. 

Technique of successful removal of the septum of uterus septus and sub- 
sequent deliveries at term. R. Linkart. 

Premature separation of the placenta and circulatory collapse associated 
with pericardial effusion. H. E. Harvey. 

The action of ovarian follicular hormone in the menopause, as wr 
by vaginal smears. G. N. Papanicolaou and Ephraim Shorr. 

The mild toxaemias of late pregnancy. W. W. Herrick and A. J. B. 
Tillman. 

*Ts superfoetation possible in the human being? W. E. Studdiford. 

The toxemias of pregnancy. Carbohydrate metabolism. A. W. Rowe, 
M. A. McManus, and A. J. Plummer. 

Behavorial consequences of cerebral birth lesions. Edgar A. Doll. 

Neonatal mortality. C. T. O’Connor. 

Surgical complications in pregnancy. F. O. Priest. 

The influence of medical diseases on obstetric and foetal mortality. E. 
Allen and C. P. Bauer. 

An unusual case of post-operative embolus. J. J. Madden. 

A clinical study of the effect of camphor-in-oil on lactation. M. D. Klein. 

Selected Abstracts—Endocrinology. 


ForETAL BLoop STUDIES. 


In this paper Eastman investigates the role of anaesthesia in the produc- 
tion of asphyxia neonatorum. As soon as the child is born he clamps and 
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removes about 12 inches of cord and analyses the blood contained in it. 
Specimens of blood are also taken at the same time from one of the veins 
of the arm and from the radial artery of the mother. He first investigated 
the oxygen capacity and the oxygen content of the arterial and venous 
blood of 15 mothers and their infants who had been delivered without 
anaesthesia in order to find out the normal figures. He found that the oxygen 
content of the blood of the infant at birth, 20.8 volumes per cent, was much 
greater than that of the mother, 15.4 volumes per cent; this is in accordance 
with the difference in the amount of haemoglobin carried in the two types 
of blood. He also found that the arterial and venous blood of the mother 
was 95 per cent and 71 per cent saturated with oxygen respectively, while 
that of the foetus at birth was 50 per cent and less than 20 per cent. In four 
cases delivered under chloroform anaesthesia no appreciable change was 
noted. In eight cases of open ether anaesthesia there was a slight decrease 
of five per cent saturation, which was probably accounted for by the in- 
creased mucous secretion associated with ether which impeded the passage 
of air through the alveolar membrane, In 11 patients given nitrous oxide- 
oxygen (80:20) anaesthesia to produce only analgesia there was a reduction 
of oxygen in the arterial blood to 40 per cent saturation, In 12 cases in 
which the nitrous oxide-oxygen proportion was go:10 to produce surgical 
anaesthesia the percentage saturation was down to 25 per cent, or only 
half the normal value. 

On analysing these cases anaesthetized with gas and oxygen the author 
found that there was no severe degree of foetal anoxaemia in cases in which 
the mixture was given over short periods for analgesic purposes only. But 
when it was given in the proportion of g0:100, or more, and maintained for 
over 10 minutes both mother and child showed a marked decrease in the 
oxygen saturation of their bloods. 

The author came to the conclusion that nitrous oxide and oxygen anaes- 
thesia reduced the oxygen saturation of the foetal blood to such a low level 
as to be dangerous or even fatal in one baby out of every three. He advises 
that the proportion of gas and oxygen should never exceed 85:15, and if 
not sufficient, that a deeper anaesthesia should be obtained by the addition 
of ether. 


DUHRSSEN’S INCISIONS. 


The authors point out that no obstetric case is so trying as when the 
patient presents urgent indications for delivery after several hours of active 
labour and yet the cervix is incompletely dilated. They condemn manual 
dilatation of the cervix. As Caesarean section often cannot be considered 
because the head is so low in the pelvis and because of potential infection, 
they recommend incisions through the cervix. They present an analysis of 
592 cases in which this operation was performed. It was found that the 
average duration of labour was 33.6 hours and more than 20 per cent of 
the patients were in labour for more than 50 hours. The position of the 
foetus was anterior in only 16.9 per cent; in the remainder it was definitely 
posterior or the lie was transverse. On investigating the question of blood loss 
during, or directly after, the delivery in 570 cases in which it was recorded 
it was found that in only 28.8 per cent did the loss exceed 500 cubic centi- 
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metres. About half of the cases had a febrile puerperium, and post-partum 
haemorrhage was the greatest single complication in these cases. No patient 
died of sepsis, though there was a mortality of 1.18 per cent. The foetal 
mortality was 7.7 per cent after deducting the monstrosities and macerated 
foettis. The authors describe their technique of the operation and advise 
first a mediolateral episiotomy, followed by incisions in the cervix at Io, 2 
and 6 o'clock. After delivery the incisions are sutured with interrupted 
catgut unless there is evidence of frank genital sepsis when they are allowed 
to granulate. 


INTERSTITIAL RADIATION OF THE CERVIX, WITH A SUGGESTED MODIFICATION 
OF TAUSSIG’S OPERATION 


Duncan recommends that all group I and group II cases of carcinoma of 
the cervix should have a laparotomy performed two months after a course 
of 6,000 milligram-hours of radium locally. This operation is to include 
the removal of both Fallopian tubes and both ovaries, ligation and division 
of both uterine arteries, the removal of all lymphatic glands and retro- 
peritoneal fat, and the implantation of radon seeds. He advises the use of 
gold radon seeds of one millicurie; eight being placed radially into the wall 
of the lower uterine segment, two into each broad ligament near the uterus, 
and two into each utero-sacral ligament. Thus a total radiation dose of 
2,128 mc hours is given. He also advises a cystoscopic examination in every 
case before the operation is carried out. Extension into the bladder definitely 
contra-indicates this extra treatment. 


BLoop CHEMISTRY AND RENAL FUNCTION IN ABRUPTIO PLACENTAE. 


Dieckmann has studied the blood chemistry and renal function of 58 
cases of accidental haemorrhage. He comes to the conclusion that these 
cases may be divided into a toxaemic, hypertensive, or vascular group and 
a non-toxaemic group. In the former the majority of cases are associated 
with persistent hypertension, which may have been intensified by the 
pregnancy, rather than with true pre-eclampsia. This hypértension may 
be associated with true chorionic glomerulo-nephritis. As the renal function 
in the majority of the cases investigated was more than 50 per cent of 
normal after delivery with no persistent nitrogen retention, the author be- 
lieves that essential or primary hypertension plays a more important part 
in the aetiology than chronic nephritis. He points out that it is more reason- 
able to explain the haemorrhage as being due to vascular disease super- 
imposed on the normal process of degeneration of the vessels’ walls rather 
than due to changes in the vessels brought about by some theoretical toxin. 
He asserts that the blood fibrin may also be reduced to a concentration 
which predisposes to bleeding from mucous surfaces, incisions, etc., and 
mentions two cases of his own in which bleeding occurred from the gums, 
the stomach, and elsewhere, and in which the blood failed to clot even in a 
test tube. He says that this tendency to bleed cannot be the cause of the 
accidental haemorrhage, as he has seen four cases of pregnancy complicated 
by purpura haemorrhagica in which there was no evidence at any time of a 
premature separation of the placenta. 
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LaTE RESULTS IN THE TREATMENT OF LEUCOPLAKIC VULVITIS AND CANCER OF 

THE VULVA. 

The general opinion of the prognosis of epithelioma of the vulva seems 
to be bad, but Taussig gives a 65 per cent five-year cure of 23 cases treated 
by the double-sided Basset operation. He is of the opinion that the radical 
operation should be performed whenever possible, and that there is no 
comparison between the results of this operation and the reported figures of 
simple excision of the vulva (three to six per cent) and irradiation treatment 
(12 per cent). Out of 36 patients observed since 1929 there were only nine 
in whom extreme old age, general condition or advanced stage of the disease 
made it impossible to carry out the radical surgical excision. Since this date 
there were no deaths from shock or haemorrhage, in spite of the length of 
the operation—the only death being one from pulmonary embolus. This 
gives an operative mortality of 4.6 per cent. Twenty-three cases were 
operated on more than five years ago, and of these 15 lived for five years 
free of recurrence. In four cases a new area of cancer developed in a patch 
of leucoplakia not removed at the time of operation; a local excision of this 
second area was performed, and all the patients did very well. 

The author advises total excision of the vulva in all cases of leucoplakia. 
In a series of 27 cases, 17 had practically complete relief of their symptoms, 
and although many died of natural causes, none developed carcinoma. 


THE EFFECTS OF X-RAYS AND RADIUM ON CANCER OF THE CERVIX. 

Auer brings forward a new technique for the irradiation of the cancerous 
cervix. He advocates an initial course of X-rays of between 700 r and 1,500 r 
after biopsy and after an examination has been made under an anaesthetic to 
find out the extent of the disease. This is followed, three weeks later, by the 
administration of 4,500 to 6,000 milligram-hours of radium in one dose. He 
uses 150 milligrams of the element; he came to the conclusion that the best 
way of administering it was to divide it into four equal parts and to put 
one part into the uterine cavity, one part into the cervical canal, one part 
into one vaginal fornix, and the other part into the other fornix. He 
advises a screenage of two millimetres of platinum for the vaginal radium, 
and is of the opinion that the use of brass should be discontinued. This, 
he says, allows too many harmful rays to pass through and causes sloughing 
of the crater by so much fibrosis and endarteritis that regeneration of the 
epithelium is not possible. Six weeks after the single dose of radium the 
patient reports again for another biopsy. If cancer cells are found another 
dose of radium or another course of deep X-ray therapy is given. Nineteen 
of 33 patients who had this second irradiation had a local cure. 

The author does not believe that there is any marked difference in the 
response to radium of cancers of the various histological grades. He thinks 
that the clinical extent of the disease is of far greater importance for giving 
a prognosis or for determining the best method of treatment. 


Is SUPERFOETATION POSSIBLE IN THE HUMAN BEING? 


Studdiford abstracts the literature on this subject. He comes to the 
conclusion that evidence for the support of superfoetation can be grouped 
under three headings: (a) abortions in which two or more foetiis are passed 
with a marked difference in size and appearance; (b) cases of pregnancy 
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which go to term and are delivered of two or more foetiis, with a marked 
variation in size, at the same time or a second full-time child two or three 
months later; and (c) cases occurring in animals. 

He describes two cases in which superfoetation is a possibility, but in the 
end comes to the conclusion that probably this phenomenon does not occur. 
To believe in it one must believe that ovulation, fertilization, and nidatior 
can occur after pregnancy has been established in the uterus for at least a 
month. He thinks fertilization may be possible up to three months, when 
the decidual space would be obliterated, and that nidation may be possible 
in the extensive decidua vera up to two months, but he doubts the possi- 
bility of ovulation. He says that there is plenty of evidence of maturation 
of the ovum during pregnancy, but that it terminates in degenative changes 
and atresia. He quotes Snyder and Wislocki, who say that a physiological 
inhibition to ovulation during pregnancy definitely exists. His final explana- 
tion of his own two cases is the retention of a dead twin in the first and a 
prolongation of pregnancy in the other. He suggests that X-rays of the 
centres of ossification would help in a case of twins in which one foetus is 
ever so much smaller than the other and superfoetation is suspected. 


Bryan Jeaffreson. 


The Journal of the American Medical Association 


Vol. cvii, No. 20, November 14th, 1936. 
Big babies and diabetes—Editorial. 


Vol. cvii, No. 21, November 2tst, 1936. 


*Scopolamine-morphine semi-narcosis with modifications. O. S. Krebs, G. L. 
Wulf, Jr., and Helman C. Wasserman. 

*Pentobarbital-sodium and scopolamine hydrobromide. Three years’ ex- 
perience with these drugs in obstetrics at the Evanstown Hospital. 
Charles Edwin Galloway, Robert M. Grier, and Robert Blessing. 

*The relief of labour pains by the use of paraldehyde and benzyl we. 
Howard F. Kane and George B. Roth. 


Vol. cvii, No. 22, November 28th, 1936. 


Rate of excretion and bactericidal power of mandelic acid in the urine 
Henry F. Helmholz and Arnold E. Osterberg. 

Mandelic acid as a urinary antiseptic. Grayson Carroll, Bransford Lewis, 
and Louis Kappel. 

Mandelic acid in the treatment of infections of the urinary tract. E. N. 
Cook and H. A. Buchtel. 

Experiences with ammonium mandelate in urinary infections: a report of 
results obtained in sixteen cases of various types of infections regardless 
of the existing pathological condition. Leo P. Dolan. 


Vol. cvii, No. 23, December 5th, 1936. 
The gynecological aspect of human sterility. Samuel R. Meaker. 
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Methods in sperm analyses and evaluation of the therapeutic procedures. 
Robert S. Hotchkiss. 
Endocrine factors in sterility. Richard Chute. 


Vol. cvii, No, 24, December 12th, 1936. 


The value of fever therapy for gonorrhoea. C. A. Owens. 


Vol. cvii, No. 25, December 19th, 1936. 
~— Invasion of the female genital tract by uscaris lumbricoides. Robert Ster- 
ling and A. J. L. Guay. 


SCOPOLAMINE-MORPHINE SEMI-NARCOSIS WITH MODIFICATIONS. 


The authors first describe a series of labours treated by the classical 
method of scopolamine-morphine semi-narcosis, and find that complete 
amnesia was obtained in about 85 per cent of cases, results that better those 
obtained by the majority of obstetricians. They believe that scopolamine 
itself has no material effect on the blood-pressure or respiration, but that 
the opium alkaloids cause first depression of the respiratory centre and then 
broncho-constriction. This effect is heightened if it is not remembered that 
only a very small quantity of chloroform is needed to secure relaxation in 
the second stage of labour. In the series of cases quoted there is no evidence 
that the foetal mortality is raised by the employment of morphine- 
scopolamine narcosis, though the child was occasionally born apnoeic and 
required attention. The first stage of labour tends to be shortened, the 
second somewhat prolonged. The forceps-rate is not materially altered, 
though the authors admit that they employ low forceps and episiotomy 
almost as a routine in primiparae. 

Minor objections to the method include the need for constant super- 
vision, restlessness on the part of the patient, and the occasional apnoeic 
condition of the child at birth. With a view to obviating these objections, 
scopolamine was preceded by barbiturates, and it was then found that the 
dosage of opium alkaloids could be reduced or stopped. The authors now 
favour this routine which is accompanied by less restlessness on the part 
of the mother, and less depression of the respiratory centres of the child. 

Finally it is stressed that these methods of analgesia are only to be 
recommended when carried out by trained obstetricians in suitable institu- 
tions where continuous supervision of the labour is possible. 


PENTOBARBITAL-SODIUM AND SCOPOLAMINE HYDROBROMIDE. 


This paper is a report on 1,415 confinements in which these drugs were 
administered, representing 62 per cent of all cases delivered during this 
period. The usual routine was the administration of seven and a half 
grains of pentobarbital-sodium by mouth as soon as labour began, regardless 
of the amount of dilatation of the cervix, and this was combined with the 
simultaneous hypodermic injection of a hundred and fiftieth of a grain of 
scopolamine hydrobromide. Five minutes later the patient was given half 
a drachm of sodium bicarbonate by mouth to help to alkalize the stomach. 
On occasions the initial dose was varied, in accordance with the size of 
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the patient, from six to nine grains. Further doses of one and a half grains 
are administered at three-hourly intervals if necessary, but the total dosage 
should not exceed 12 grains. The.authors stress that morphine should never 
be administered in these cases in order to increase the analgesia, but use a 
dose of a sixth of a grain in combination with coramine in such cases as 
develop spasticity and shallow respirations. Low forceps and episiotomy 
are used in 80 per cent of cases, this being almost a routine. Comparison 
of the results with controls shows no greater maternal mortality or 
morbidity. The infants tend to be somnolent, flaccid and pale at birth, 
and may be difficult to feed for some days, but the infantile mortality was 
not increased. 

A questionnaire to the patients concerned resulted in favourable reports 
from 80 per cent of the patients who replied. 


THE RELIEF oF LaBouR PAINS BY THE USE OF PARALDEHYDE AND BENZYL 

ALCOHOL. 

The low toxicity of paraldehyde makes it a particularly safe analgesic, 
which can be employed in cases of cardiac disease and renal disease. The 
dosage used in this series was 1.2 cubic centimetres for each 10 pounds of 
body-weight, and to this was added a constant of 1.5 cubic centimetres of 
benzyl alcohol. The first dose was given as soon as painful uterine con- 
tractions were present, the fluid being run into the rectum and followed by 
30 cubic centimetres of normal saline. Benzyl alcohol was added in order 
to anaesthetize the rectal mucosa, and so to ensure retention-of the drugs 
The full dose was repeated, if necessary, one and a half hours after the 
first. In some cases a quarter of a grain of morphine was given if the 
patient was awake half an hour after the initial dose. 

The authors claim the advantage of this technique of securing analgesia 
lies in the absence of untoward effects on the mother and child. The 
incidence of forceps-delivery is certainly raised, ethylene being recommended 
for this procedure as an anaesthetic rather than ether. There was no 
increase in the foetal mortality, and the authors claim painless labours in 
about 90 per cent of the cases treated. 

Proctitis did not occur in any case treated. 

F. H. Finlaison. 


Surgery, Gynecology and Obstetrics 


Vol. Ixiv, No. 1, January, 1937. 

*The treatment of cancer of the cervix uteri at the Rhode Island Hospital; 
a report of 293 cases with five-year results. H. C. Pitts and G. B. 
Waterman. 

*Physiological changes in the ureter associated with pregnancy; the relation 
between atony and dilatation of the tract. H. F. Traut, C. M. McLane 
and A. Kuder. 


Vol. lxiv, No. 2, February 1937. 
*A study of placenta accreta. F.C. Irving and A. T. Hertig. 
370 

















REVIEW OF CURRENT LITERATURE 


*The differential diagnosis of ectopic gestation by peritoneoscopy. R. B. 
Hope. 


THE TREATMENT OF CANCER OF THE CERVIX UTERI AT THE RHODE ISLAND 

HospPITAL. 

A report is given of 293 cases of carcinoma of the cervix seen-or examined 
at the clinic at the Rhode Island Hospital between 1921 and 1931; of these, 
276 cases were actually treated. 

From 1921 to 1925 treatment was restricted by the quantity of radium 
and the way in which the radium was put up at the hospital, i.e. they 
possessed three 50-milligram tubes and two 25-milligram tubes. In addition 
to this they had 10 needles of five milligrams each. The method used was 
as follows. Two of the 50-milligram tubes filtered by silver and brass in a 
rubber tube in tandem were placed in the cervico-uterine canal. The 
remainder of the radium, i.e. one 5o0-milligram, two 25-milligram tubes 
and the 10 needles were either made into a pack and placed against the 
cervix, or in many cases the needles were used interstitially. 

In 1925, the authors, while in London, saw Dr. Donaldson at St. 
Bartholomew’s Hospital using some long platinum needles, which were 
placed partly through the vagina and partly by the intraperitoneal route. 
Visiting St. Bartholomew’s again in 1935 the authors found that Donaldson 
had given up this method as being too dangerous. However, in 1926, the 
authors tried a few cases of combined vaginal and intraperitoneal inplanta- 
tion but soon.saw that the abdominal part was impracticable as a routine 
method. They found they could implant the long needles in the parametria 
and out into the broad ligament, in the vesico-vaginal and recto-vaginal 
septa without any difficulties or untoward effects. Four three-milligram 
needles were placed into the tissues at the side of the uterus, 2 needles 
on each side. Then 12 to 16 two-milligram needles were thrust into the 
front and back of the cervix at intervals of one or two centimetres. A 
2o-milligram platinum capsule was placed in the cervical canal. From 1926 
to 1928 the radium was left in for 72 to 96 hours. During 1929 and 1930 
the time was increased to an average of 144 to 168 hours, and according to 
results it would seem that this caused an improvement. 

The absolute survival rate from 1921 to 1930 was 26.9 per cent. Under 
the older method during the first five years it was 20 per cent and for the 
last five years with the newer method it was 31.7 per cent. When the short 
time of 72 to 96 hours was in use, the absolute survival rate was 28.1 per 
cent, and when increased to 144 to 168 hours it reached 36.3 per cent. 

The authors believe that these figures show that interstitial radiation, 
according to their technique, has a distinct value in the treatment of cervical 
cancer especially in Group III. 


PHYSIOLOGICAL CHANGES IN THE URETER ASSOCIATED WITH PREGNANCY. 


New evidence is brought to light indicating that the physiological 
dilatation of the ureters in pregnancy is not primarily due to the weight of 
the pregnant uterus, although this is undoubtedly a contributing factor. 

The authors studied 14 normal gravid patients throughout pregnancy and 
the puerperium; the Trattner hydrophoragraph, a form of recording kymo- 
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graph with an electrical drop counting device, was used. It was connected 
with a number 7 whistle-tipped intra-ureteral catheter, the tip of which 
lay just above the pelvic brim. In this way they recorded the pressure 
changes of the tract as a whole in contrast with those of any single portion, 
and have an expression of the muscular activity of the tract in these 
records. 

The characteristics of the ureteral atony are thought to be similar in 
many respects to those affecting the uterine musculature. It is suggested 
here that the phenomena in the two organs may have a similar aetiology 
which is unknown. The ureteral dilatation is roughly proportional to the 
degree of atony and both appear and disappear at similar times with regard 
to the course of pregnancy. 

During the last two months, there is a marked increase in motility, 
accompanied by a moderate decrease in the dimensions of the tract. 
Following delivery, atony is again marked until the third week, subsequent 
to which motility rapidly returns to normal levels which are usually 
attained during the sixth or the seventh week post-partum. Dilatation of 
the tract decreases progressively after delivery and reaches practically the 
normal values at the seventh week of the puerperium. 


A Stupy oF PLACENTA ACCRETA. 

Placenta accreta is the abnormal adherence either in whole or in part, 
of the after-birth to the underlying uterine wall. The authors present 20 
cases of this condition, all verified by histological examination, two being 
incidental early examples discovered in pregnant uteri removed for other 
causes, but 18 were clinical cases of placenta accreta. 

The incidence of this condition in the authors’ clinic has been one in 
every 1,956 deliveries. They believe that many cases of partial placenta 
accreta escape attention, since reports in the literature indicate that the 
complete variety outnumbers the partial by nine to seven, while their 
experience shows the ratio to be one to two. 

The essential cause of this condition is partial or complete absence of the 
decidua basalis, so that the placenta is attached directly to the myo- 
metrium. In 12 of the cases in this series the decidua vera was also 
examined and found to be normal in only two instances, thus indicating a 
generally defective development in the endometrium when the ovum was 
implanted. 

Supravaginal hysterectomy with no attempt at manual extraction gave 
excellent results, since there were no maternal deaths either in this series or 
in the 19 cases reported in the literature. Manual extraction is decidedly 
dangerous and of the 30 cases in the combined series 20, or 66.6 per cent, 
died. 

Transfusion should be used, when the blood loss is beyond normal limits. 

In the 86 cases quoted from the literature the maternal death-rate was 
37-2 per cent, in this series of 18 cases it was 5.5 per cent. 


THE DIFFERENTIAL DIAGNOSIS OF ECTOPIC GESTATION BY PERITONEOSCOPY. 

The diagnosis of ectopic gestation is not always easy and simple. In 
the differential diagnosis peritoneoscopy is a valuable adjunct. The tech- 
nique used by Hope is as follows. The patient is given pre-operative 
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morphine and scopolamine, or morphine and a_ barbituric preparation, 
depending on her condition, weight and temperament. The abdomen is 
shaved as for laparotomy and the skin prepared in the usual manner. The 
bladder is catheterized just before the operation. Local anaesthesia, using 
a solution containing one per cent of novocain, is infiltrated in wheel 
formation, and when anaesthesia is established, a stab wound, one centi- 
metre long, is made through the skin and rectus fascia. A small trocar is 
inserted into this and pushed through the peritoneum into the abdominal 
cavity. Air is injected into the peritoneal cavity through the trocar using 
a small rubber manometer bulb. The small trocar is withdrawn and the 
trocar sheath safely inserted into the peritoneal cavity through the stab 
wound, as the intestines are held down by a cushion of air. The trocar 
point is removed from the sheath and the visual telescope inserted. A 
general rapid survey of the peritoneal cavity is then made, the patient is 
placed in the extreme Trendelenburg position, and a detailed examination 
is made of the uterus and adnexa. In many cases it is of great value if 
the assistant places two fingers in the vagina manipulating the uterus and 
adnexa. On completing the examination the patient is replaced in the 
horizontal position, the air is allowed to escape from the peritoneal cavity 
through the instrument, and the latter is removed. 

If ectopic gestation is found the patient is immediately subjected to 
surgery, but if an intra-uterine pregnancy is found and there is no super- 
vening condition which requires immediate surgery, a single dermal stitch 
or skin clip is placed in the stab wound. The patient is sent back to bed, 
care being taken that she stays in the prone position for 12 to 24 hours to 
prevent shoulder pain. 

In questionable cases peritoneoscopy can be used to determine by direct 
visual control whether surgery or expectant treatment is indicated, and the 
author presents 10 cases in this communication showing the value of this 
procedure. 

C. D. Read. 


The Thirtieth Anniversary of the Royal Obstetric and 
Gynaecological Clinic, founded by L. Mangiagalli of the 
Milan University. 

A Volume dedicated to his memory by the personnel of the Institution. 


Clinical statistics of 7,000 laparotomies from October 1927 to May 1936. 
Alfieri. 

*The results of Wertheim’s operation for carcinoma of the uterine cervix. 
Cattaneo. 

*Post-operative thrombosis and embolism in gynaecology. Vozza. 

Clinical statistics in the study of vesicular mole and chorion-epithelioma, 
with particular regard to the treatment. Armanini. 

Alfieri’s method (intraperitoneal shortening of the round ligaments) for the 
surgical cure of uterine retroversion. Malcovati. 

Roentgen therapy for myomata and for metropathia haemorrhagica. 
Bortini. 
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Clinical statistics on the treatment of extra-uterine pregnancy. Coggi. 

The surgical cure of uterine fibromyomata. Silva. 

Clinico-statistical notes on 3,381 obstetric operations in the Obstetric and 
Gynaecological Hospital of Milan from October 16th, 1927, to December 
31st, 1935. Vitali. 

Post-operative laparotomy in the Obstetric and Gynaecological Hospital of 
Milan from January ist, 1928, to December 31st, 1935 (426 cases). 
Scarpitti. 

Clinical estimation of the functional capacity of the heart and_blood- 
vessels in renal lesions during pregnancy. Migliavacca, 

The results of radiological and surgical treatment in 357 cases of primary 
cancer of the uterine cervix. Moglia. 

- Ovarian carcinoma. Di Francesco. 

Laryngeal tuberculosis in its relation to pregnancy. Andrioli. 

Pregnancy in advanced age from the obstetric and eugenic point of view. 
Caccia. 

Operative therapy for perineal lacerations and for genital prolapse. 
Garrone. 

Clinical statistics on puerperal infection in the Hospital L. Mangiagalli, 
from 1928 to 1935. Pozzi. 

Final contribution to the study of pulmonary tuberculosis in association 
with pregnancy. Castelli. 

Cardiac disease and pregnancy. Ross. 


THE RESULTS OF WERTHEIM’S OPERATION FOR CARCINOMA OF THE CERVIX. 

Under Schmitz’s classification Cattaneo divides primary cases into four 
groups. In the first the tumour is local, ulcerative and nodular, without 
infiltration or extension to pericervical tissue. In the second the infiltra- 
tion is deeper but does not extend beyond the region of the cervix. In the 
third there are multiple nodules with infiltration of the parametrium, recog- 
nizable by recto-vaginal examination and limited uterine mobility. In the 
fourth there are extensive ulceration and necrosis, infiltration of pericervical 
and pelvic tissues, sepsis, haemorrhage, and cachexia. 

He operated on 11 cases in the first group. One death occurred after 
five years later; one six years later, after treatment by radium and deep 
X-ray therapy for recurrence; eight patients are alive without signs of 
recurrence. Radiological treatment was not suggested because of the clearly 
local nature of the lesion. 

There were 47 cases in the second group. He estimates that 64 per cent 
of the patients were cured by using combined operative and radio-therapeutic 
measures. When only operative methods were employed 62.5 per cent of 
the patients were cured. 

There were 20 cases in the third group. Of 13, not treated by X-rays, 
only one was cured, 12 have.died after recurrence though treated by radium 
on recurrence. 

The application of radium before operation to cases in the fourth group 
seems useful, but not so useful after recurrence. 

Cattaneo describes the results in 24 cases similarly divided into groups 
and treated by Freund’s operation. He refrains from drawing conclusions 
because of the smallness of the number of cases, although the remote results 


374 





REVIEW OF CURRENT LITERATURE 


are not so favourable as those following Wertheim’s operation. He thinks it 
is important to ligature the internal iliac arteries when performing this 
operation, and to supplement the operative treatment by radiotherapeutic 
measures in cases in the second group. Cases in the third and fourth groups 
should be treated radiologically. 


Post-OPERATIVE THROMBOSIS AND EMBOLISM IN GYNAECOLOGY. 

Vozza gives a detailed account of the experimental and clinical know- 
ledge on the subject of thrombosis and embolism. The incidence of post- 
operative thrombosis in 6,722 of his own abdominal operations was 2.2 per 
cent, that of fatal embolism 0.20 per cent; the incidence of thrombosis in 
1,029 vaginal operations was 1.84 per cent, and that of fatal embolism 
0.29 per cent. 

He thinks post-operative thrombosis is not due to only one factor, but 
to many which vary from case to case. Prophylaxis to be effective must 
consider these diverse conditions. 

A detailed examination of 177 cases of thrombosis led him to conclude 
that in about 58 per cent of the cases the chief cause was infection, in 
14 per cent citculatory insufficiency, and in the remaining cases physico- 
chemical blood-changes as a consequence of a major operation, 

He confined his treatment of embolism to medical measures, the most 
important of which is the administration of sedative drugs. He found the 
inhalation of oxygen useful. 

He can make no report on the merit of removing emboli from the 
pulmonary arteries. Trendelenberg in 1907 proposed this operation; sub- 
sequently Meyer modified it. It seems to be the only means of saving the 
patient in cases of massive emboli. The rapid and inevitable fatality of the 
accident, and the successes realized—1o out of 150—warrant the operation. 

J. H. Filshill. 


Zentralblatt fiir Gynakologie. 


No. 47, November 2ist, 1936. 
*The aetiology of primary abdominal pregnancy. P. Vara. 
A graphic record of the history of bleeding. H. Buschbeck. 
A severely haemorrhagic vaginal tumour of traumatic origin. U. Giinther. 
Kielland forceps in contracted pelvis. H. Hogler. 
Illness and abortion. L. Feldmann. 
*The connexion between uterine myoma and cardiac changes. A. v 
Radwany. 


No. 48, November 28th, 1936. 
*Further investigations into the uterotonic effect of insulin. E. Klaften. 
The influence of folliculin upon the blood-pressure. O. Wallis. 
The Havlicek Laparophos lamp and its use in obstetrics and gynaecology. 
K. Hegar. 
*The clinical course and treatment of retroperitoneal tumours of the 
true pelvis, with records of two cases of cystic fibromata. W. Bauer. 
A case of superficial ovarian pregnancy. L. Milew. 
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The problem of undertaking and management of the interruption of preg- 
nancy. F. Drazancic. 


No. 49, December 5th, 1936. 

*The establishment of lactation. F. Hoffmann. 

The treatment of puerperal streptococcal peritonitis. F, Engelmann. 

A new obstetric forceps with a perineal curve. K. Nordmeyer. 

Remarks on the communication of Professor Kahr on a case of carcinoma 
of the thymus during pregnancy. E. Scipiades. 

A theory of menstruation and its foundations. R. Araya. 

Sudden death in two newborn children as a result of congenital defects. 
L. Milew. 

Unilateral absence of the adnexa. F, C. van Tongeren. 

*Birth of a full-time foetus after bilateral tubal pregnancies treated by 
operation. G. Neumann. 

Spontaneous rupture of the aorta in the last month of pregnancy. L 
Milew. 

*Torsion of the uterus as hindrance to delivery. N. Plotkin. 


No. 50, December 12th, 1936. 

The therapy of carcinoma of the urethra. R. Volbracht. 

The differential diagnosis between organic and functional illness in urology. 
K. Werwath. 

Trials of vaccine therapy in infections of the female urinary tract. G. 
Schafer. 

The technique of operations for vesico-vaginal fistulae. H. Harttung. 

The observation of an occurrence of a vesico-renal reflux by X-rays. H. 
Kraatz. 


No. 51, December 19th, 1936. 
The action of eclampsia serum in allergy investigation. E. Junghans. 
Difficulties in delivery of the shoulders in giant foettis and a suggestion for 
improving this. H. Tiischer. 
The significance of puberty for the occurrence of obstetric complications. 
D. Risopoulos. 
*Chorion-epithelioma as a cause of internal haemorrhage of a severity dan- 
gerous to life. O. Burmester. 
Experience with new materials in fluortherapy. K. Zinram, 
Trichomonas cervicitis as a manifestation of trichomoniasis. M. Rodecurt. 
First aid in abdominal pregnancy with rupture. C. Jubas and E. Saiovici. 


No. 52, December 26th, 1936. 
*“Neo-gynergen in obstetrics. R. Joschko. 


No. 1, January 2nd, 1937. 
The clinical course of endometriosis. E. Philipp. 
Theca-cell tumour as a cause of bleeding at the menopause. H. Huber. 
Granulosa-cell tumours in young girls. Chr. Harms. 
The method of contact radiation in gynaecology. W. Schaefer. 
*The treatment of pruritus vulvae with foilicular hormone. W. Rust. 
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The question of epithelial metaplasia of the cervical and corporeal mucosa 
after the administration of folliculin in non-castrated rats. L. Herold 
and G. Effkemann. 

Hypogalactorroea of pituitary origin. F. Hoffmann. 

The question of sympatol prophylaxis. R. Hansen. 

Neo-gynergen, a preparation of ergot alkaloids. K. Heyrowsky. 


No. 2, January 9th, 1937. 

Venous ligature in puerperal pyaemia. E. Vogt. 

Results of sterilization. R. Schuurmans. 

The occurrence of inversion of the uterus. St. Bohm. 

Atonic haemorrhages. G. Bartram. 

*The course of labour after conservative operations for myomata. R. Breiter. 

Birth of a foetus with multiple malformations followed by the expulsion 
of a fibromatous tumour. .J. M. Landres. 

Determination of the ovulation cycle of the mother and the sex of the 
foetus from their birth days. O. Schéner. 

A cycle calendar. K. Hegediis. 


THE AETIOLOGY OF PRIMARY ABDOMINAL PREGNANCY. 


Vara describes a case of a primary abdominal pregnancy which fulfilled 
the stipulations of Veit. In his case the ovum was found to have a living 
attachment to an endometrioma which had undergone decidual reaction. It 
would appear that the attachment of a fertilized ovum to the peritoneum 
is very similar to that of an endometrial growth to the uterus, and in this 
particular case the two conditions appear to have occurred in the same 
individual. 


THE CONNEXION BETWEEN UTERINE MYOMATA AND CARDIAC CHANGES. 


v. Radwany reviews a series of cases of myoma from the point of view 
of cardio-vascular changes. He found that there was no obvious relation 
between the blood-pressure and the size of the tumour, although there was 
a definite relation between the age of the patient and cardiac changes in 
myomatous patients. The proportion of those with cardiac changes to 
those with no changes was 40.1 per cent. 

In the cases with marked cardiac disability it was not possible to show 
a specific action of the myoma. In the cases of milder cardiac disturbance 
the result appeared to follow loss of blood and some endocrine disturbance. 
Furthermore, there seemed to be a definite relation between arterio-sclerotic 
changes and cardiac troubles associated with uterine myoma. 


FURTHER INVESTIGATIONS INTO THE UTEROTONIC EFFECT OF INSULIN, 


Klaften refers to a previous report he has made on the effect of insulin 
upon the isolated uterus of the guinea-pig. He found that after using the 
dry insulin preparation of various well-known makers such as Sandoz and 
Hochster, there was an increase in uterine tone on all occasions. 

From the clinical point of view the effect of insulin on uterine tone is 
oi some value, since its administration leads to a cessation of menstruation 
at a time too early for ovarian changes to have had any effect. The action 
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of insulin in the treatment of uterine bleeding can be reinforced by the 
addition of calcium whereby prompt arrest at the onset of haemorrhage can 
be attained. The writer uses 20 units of insulin and 10 cubic centimetres 
of a 10 to 20 per cent solution of calcium gluconate in a mixed injection 
(Sandoz). He suggests that this method of treatment can be suitably 
employed for cases of metropathia haemorrhagica, menorrhagia and dys- 
menorrhoea. 


THE CLINICAL COURSE AND TREATMENT OF RETROPERITONEAL TUMOURS OF 
THE TRUE PELVIS, WITH RECORDS OF Two CaSEs OF CySTIC FIBROMATA. 


Bauer points out that comparatively few records have been published of 
retroperitoneal tumours situated in the true pelvis. The tumours arise in the 
cellular space between the rectum in front and the sacrum and coccyx 
behind. 

The recognition of tumours arising from inflammatory foci, displaced 
kidneys, bones or genital tract may be comparatively easily made. Fibro- 
cystic tumours, dermoids and teratomata on the other hand may present 
great difficulty in diagnosis. These are fairly rare and tend to be situated 
in front of the sacrum or coccyx and behind the rectum which tends to 
be pushed further and further forwards as the tumour grows to a greater size. 

Patients with these tumours only seek medical help when the condition 
is so far advanced that changes are produced in neighbouring structures 
particularly in the bladder and rectum. This considerably adds to the 
difficulty of treatment as not only are the organs compressed and dislocated 
but the pelvic nerves and vessels may be involved in the enveloping tumour. 

The presence of a tumour blocking the pelvis is self-evident, but its 
primary attachment may be quite difficult to determine. For operative 
removal the perineal, sacral and transperitoneal routes have all been 
employed. During the operation great care must be taken to define the 
pelvic structures such as the rectum, ureters and large vessels which may 
have been markedly displaced by the growing tumour. Once an operation 
is begun it must be fully completed because recurrence is inevitable unless 
the whole of the tumour is removed and a secondary operation is definitely 
more difficult than the first. The writer personally prefers the transperi- 
toneal route as giving better access and involving less shock to the patient 
because of the possibility of increased speed. He describes two cases which 
came under his care. The first was that of a girl of 19 years in whom the 
first symptom was retention of urine. A small tumour lying in front of 
the coccyx, separate from the rectum and vagina and filling the pouch of 
Douglas was defined. An attempt to remove this tumour through the 
vagina was followed by the delivery of a second tumour of the size of a 
foetal head which was cystic and burst during extraction. There was some 
uncertainty whether the entire wall of this cyst had been removed and 
convalescence was complicated by scarlet fever. A year later she came 
under the care of the writer with signs of pelvic pressure upon both bowel 
and urethra. A tumour filled the whole pelvis and all the pelvic organs 
were pushed up into the abdomen out of reach. Removal was carried out 
without great difficulty after opening the abdomen, dividing the pelvic 
peritoneum behind and detaching the cystic tumour from its origin at 
the front of the sacrum without rupturing. The tumour was of such a 
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size that it filled the whole pelvis and reached to three fingers’ breadth 
above the symphysis pubis. 

Recovery was uneventful and histological examination of the tumour 
showed it to be a cystic fibroma. The second patient was aged 34 years; 
she gave a history of having had a presacral tumour incompletely removed. 
Histological examination of the tumour showed it to be a mixed tumour 
of sacral origin. 

One year after her first operation she experienced difficulty in defaecation 
and complete retention of urine. A tense cystic tumour which filled the 
whole pelvis and extended to two fingers’ breadth above the symphysis 
pubis could be defined on rectal examination to be arising from the coccyx. 
Operation by the transperitoneal route was rendered very difficult by the 
strong attachment of the tumour to the rectum which was torn in several 
places during the course of blunt dissection. The patient died three hours 
after the operation. : 

Histologically the tumour was a multilocular cystic fibroma. 


THE ESTABLISHMENT OF LACTATION. 


Hoffmann reports an investigation undertaken into the quantitative 
content of lactation hormone derived from the anterior pituitary hormone 
and present in the blood and urine of pregnant and puerperal women. 
In the cases of puerperal women he -hose both those with satisfactory 
mammary function and those with poor lactation capacity. He described 
fully his method of isolation of the lactation hormone and the estimation of 
its activity by injection of a solution into young pigeons at the age of nine 
months over the crop gland. He found by his investigation that women 
had a noticeable amount of lactation hormone from the anterior pituitary 
hormone three or four days after delivery. After this date lactation is 
further maintained by a steady output of the same hormone. In cases in 
which lactation is not desired after a stillbirth the action of this hormone 
can be inhibited by the administration of follicular hormone. 


BIRTH OF A FULL-TIME FOETUS AFTER BILATERAL TUBAL PREGNANCIES 
TREATED BY OPERATION. 


Neumann describes the case of a patient whose first pregnancy occurred 
in the ampulla of the left Fallopian tube which ruptured and was treated 
by salpingectomy. Her second pregnancy was in every way normal and 
went to term with the birth of a living child. Her third pregnancy occurred 
in the ampulla of the right Fallopian tube and was diagnosed at the begin- 
ning of a tubal abortion. This tubal pregnancy was treated conservatively 
by splitting the tube along its length, shelling out the products of conception 
and blood-clot, and suturing bleeding points; the Fallopian tube was recon- 
structed by closing the incision over a probe in its lumen. 

Two years later the patient again became pregnant; the pregnancy went 
normally to term and a living child was born. 


TORSION OF THE UTERUS AS HINDRANCE TO DELIVERY. 


Plotkin describes the case of a patient who was treated by myomectomy 
for a tumour which had reached the size of a full-time pregnancy. Con- 
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valescence was complicated by suppuration of the abdominal wound which 
had to be reopened and drained. The patient recovered completely and 
married three years later at the age of 27 years; she became pregnant 
shortly afterwards. 

The pregnancy went to term without any abnormality of note, but 
labour was unduly delayed and complicated by a persistent malpresentation. 
Delivery was effected by Caesarean section; at the operation strong adhe- 
sions were found between the abdominal scar and posterior uterine wall 
thus producing a twist in the vagina which effectively interfered with the 
progress of labour. The subsequent history of the patient was entirely 
uneventful. 


THE ACTION OF ECLAMPSIA SERUM IN ALLERGY INVESTIGATION. 


Junghans has carried out a series of experiments on the effect of eclampsia 
serum injected into rabbits. Using pregnant rabbits the writer found there 
were degenerative changes in the liver and kidneys. Examination of micro- 
scopic sections showed changes similar to those found in the organs of 
patients who had died of eclampsia. 


CHORION-EPITHELIOMA AS A CAUSE OF INTERNAL HAEMORRHAGE OF A SEVERITY 
DANGEROUS TO LIFE. 


Burmester records the case of a patient whose uterus was evacuated for 
vesicular mole between the sixteenth and twentieth weeks of pregnancy. 
She was discharged well with a uterus of normal size, two palpable cystic 
ovaries, and a weakly positive Aschheim-Zondek reaction. Subsequently 
the patient remained well but the Aschheim-Zondek reaction remained per- 
sistently positive. 

Six weeks after her discharge from hospital she was readmitted almost 
moribund with an internal haemorrhage. She was treated by immediate 
laparotomy and blood-transfusion. At the operation the abdomen was found 
to be full of blood which had come from a small chorion-epitheliomatous 
growth on the posterior surface of the fundus uteri. The ovaries were the 
seat of thin-walled cysts. The abdomen was cleared of blood and the genital 
organs totally extirpated. 

Examination of the removed specimen showed a further isolated growth 
in the wall of the fundus of the uterus. There were no other secondary 
deposits. The patient made a complete recovery and now, one and three- 
quarter years later, remains in good health. 


NEO-GYNERGEN IN OBSTETRICS. 


Joschko after using the preparation of Sandoz called neo-gynergen in 300 
cases of delivery has come to the following conclusions as to its value. 

Its action appears to be as rapid as that of pituitary extract. After 
intramural injection during Caesarean section uterine contractions follow 
within five to 10 seconds. When injected subcutaneously or intramuscularly 
it requires two minutes. Administered orally immediately after delivery it 
acts in three or four minutes and during the puerperium seven minutes. 
Used in Caesarean section its intramural injection leads to such a control of 
the uterine blood-supply that haemorrhage is minimal in amount. 
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Just after delivery an injection of one cubic centimetre will arrest bleed- 
ing or prevent its occurrence. In the puerperium 15 to 20 minims thrice 
daily will help considerably to reduce the incidence of subinvolution. It 
can be given orally without any accompanying ill effects. 


THE TREATMENT OF PRURITUS VULVAE WITH FOLLICULAR HORMONE. 


Rust refers to literature on the subject of pruritus vulvae and the general 
agreement that the appearance of the irritation coincides with some disturb- 
ance of menstruation. In many cases there is a cessation of menstruation 
and the pruritus may be looked upon as a menopausal symptom. As this 
cisturbance does not appear as a constant symptom of the menopause it 
cannot be looked upon as a result of under function of the ovaries. 

In treating cases of pruritus at the menopause with follicular hormone 
some observers have found that the improvement in the irritation has been 
obtained at the expense of a severe uterine haemorrhage. The writer has 
aimed at obtaining satisfactory results without the occurrence of uterine 
bleeding. For this purpose he has given a daily dose of 50 milligrams of 
oestradiolbenzoate over a period of two months. He treated less severe 
cases with 10,000 international units of progynon at three daily intervals, 
and in refractory cases the dose was raised to 20,000 or even to 50,000 units, 
When the patient was still menstruating the injections were given only 
in the proliferation period of the cycle. The author had only two failures 
out of a series of 20 cases. 


THE COURSE OF LABOUR AFTER CONSERVATIVE OPERATIONS FOR MYOMATA, 


Breiter refers to the numerous recorded cases of pregnancy following the 
enucleation of myomata from the uterus. He points out that there are 
comparatively few cases recorded in which the scar has been weak and a 
source of trouble during pregnancy and labour. 

The writer reports the case of a patient who, having miscarried once 
at the second month of pregnancy, was examined and found to have a 
myomatous uterus which was considered to be the cause of her mishap. 
For this she was operated on and eight myomata varying in size from 
that of a hen’s egg to that of a fist were enucleated. After the operation 
she menstruated normally for eight months and then became pregnant. 
The pregnancy continued uneventfully to term and labour began spon- 
taneously with a vertex presentation, the head not being engaged. The 
foetal head had not engaged in the pelvis at the end of the first stage of 
labour. In view of her previous uterine operation it was decided to deliver the 
child by Caesarean section to do away with the risk of rupture of the uterus. 
At the operation a living foetus was delivered without difficulty but the 
placenta was morbidly adherent to the uterine wall in the neighbourhood of 
two of the myomectomy scars. The uterus was, therefore, removed entire 
with the placenta. 

On examination of the removed specimen it was found that there was 
no decidual reaction in the neighbourhood of the scars and that the placenta 
had penetrated the whole thickness of the.uterine wall to the peritoneum 
through two of them. He considers that a rupture of the uterus would have 
occurred if Caesarean section had not been undertaken. 

R, H, B, Adamson, 
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Acta Obstetricia et Gynecologica Scandinavica. 


Vol. xvi, Fasc. 4. 

*Is the sedimentation reaction of any practical importance in complications 
during the puerperium? Bertel Bager. 

Misleading Achheim-Zondek reactions. Ekkert Petersen. 

Hysterosalpingostomy. Birger Lundquist and Gista Runstrim. 

A case of melanotic sarcoma of the vulva. Ellen Esmann. 

*Ovarian changes in the rabbit after excision of the pituitary gland. Axel 
Westman and Dora Jacobsohn. 

The aetiology, symptomatology and treatment of tubal pregnancy. 
Folke Holtz. 


Is THE SEDIMENTATION REACTION OF ANY PRACTICAL IMPORTANCE IN CoM- 
PLICATIONS DURING THE PUERPERIUM? 


Bager has carried out an investigation into the sedimentation reaction 
in patients under his care in the Maternity Department of the Ornskiéldvik 
Hospital. 

Westergrens’s ordinary method was employed and an estimate in milli- 
metres was made after one hour. The first test was made on admission to 
hospital if the patient was in labour or if the patient was already in the 
antenatal department on her transfer to the labour ward. The second test 
was made one week later. In all 216 clinically normal cases and 185 
pathological cases were investigated. 

The physiological variations in the sedimentation test were found to be 
very variable and capricious, both as regards the value obtained before 
delivery and its increase or decrease during the week after delivery. The 
results varied widely in apparently identical abnormalities. The author 
came to the conclusion that the sedimentation reaction was of hardly any 
value in estimating complications during the early puerperium even when 
there is a record of its value before delivery. 


OVARIAN CHANGE IN THE RABBIT AFTER EXCISION OF THE PITUITARY GLAND. 


Westman and Jacobsohn have carried an experimental investigation into 
the changes in the ovaries of rabbits after extirpation of the pituitary gland. 
The extirpation of the pituitary gland was carried out through a para- 
pharyngeal incision after trephining the skull. The method of operation is 
fully described and in the hands of the authors takes about 15 minutes. At 
the end of the investigation of each animal serial sections are made of the 
pituitary area to ensure that complete extirpation has really been carried 
out. The animal material was divided into five groups for the purposes ot 
the investigation. 

(1) Hypophysectomy in non-mated animals. After eight days only small 
unripe follicles are found. The interstitial cells are reduced in size and the 
uterus is atrophic. The condition remains stationary for about two months 
and after this only a very few small unripe follicles are found and the uterus 
is strongly atrophic. 

(2) Hypophysectomy within 50 minutes after mating. No rupture of the 
follicles or formation of corpora lutea occurred. The mature follicles 
become atresic 12 to 24 hours after operation. 
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(3) Hypophysectomy one to 24 hours after mating. A corpus luteum 
is formed and functions normally but its term of life is limited to four or 
five days. When the operation is carried out 60 to 65 minutes after mating 
corpora lutea are formed in some cases and blood follicles in others because 
a sufficient quantity of pituitary hormone has not had time to be secreted, 

(4) Rendering anaemic after mating. If the animals are made anaemic 
later than one hour after mating the follicles do not rupture and corpora 
lutea are not formed owing to the considerable decrease of the concentra- 
tion of pituitary hormone in the blood. If the animals are made anaemic 
30 to 45 minutes after mating corpora lutea are formed showing that 
pituitary secretion must be extremely rapid. The largest quantity of hor- 
mone would appear to be secreted between 50 and 65 minutes after mating 

(5) Hypophysectomy one to to days after mating. Whatever the 
interval between these limits the corpora lutea degenerate after four or five 
days and their production of hornene ceases. 

R. H. B. Adamson. 


Cirugia y Cirujanos (Surgery and Surgeons). 


(The official Journal of the Mexican School of Surgery). 


Vol. iv, April and May 1936. 
Some ethical considerations in surgery. Torija. 
*Surgical therapy in a uterine cancer. Castillejos. 
*Malignant tumours in Mexican children. Cancer in infancy. Mendizabal. 
*Peritonitis of puerperal origin. Campos. 
*The importiance of early diagnosis in Nicolas’s and Favre's disease. 
Surgical therapy. Alvarez. 
Honour to Dr. Miguel Soberén, Cross of French Legion of Honour. 
Radio-message to the Mexican School of Surgery from the Anti-alcoholic 
Society. Dr. Emaurrizar. 


SunGICAL THERAPY OF UTERINE CANCER. 


The incidence of uterine cancer in Mexico is second in frequency to that 
of cutaneous cancer. The mortality is high, the result, as in the other 
countries, of delay in sceking advice till the disease is far advanced. 

Castillejos describes his methods of treatment. In advanced, but still 
operable cases, he performs abdominal hysterectomy by Wertheim’s method 
with modifications according to individual cases. 

In pre-cancerous lesions and incipient cervical disease he employs vaginal 
hysterectomy by Weibel’s technique. Though abdominal hysterectomy is 
the method of choice in the majority of cases he describes two severe cases 
im which he removed the uterus vaginally as being a less dangerous pro- 
cedure. In the first case, the patient, aged 65 years, was extremely stout 
and had cardiac weakness. She refused to have spinal anaesthesia, and he 
dreaded the effects of Trendelenburg’s position and prolonged anaesthesia in 
an abdominal operation. The operation and convalescence passed off with- 
out trouble, and now, after 10 years, there is no sign of recurrence. 
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In the second case, a woman, 70 years of age, had already been treated 
with radium for malignant disease of the cervix. The cervix became 
stenosed as a result of the treatment and pyometra developed. This was 
drained per vaginam as a preliminary to vaginal hysterectomy. The patient 
lived four years after operation without recurrence and died of pneumonia. 

In all cases his chief aim is to avoid peritoneal infection by thorough 
pre-operative asepsis, or anti-sepsis, and by choosing the best means of 
drainage after operation. 

Surgical treatment of cancer still ranks first, but Castillejos hopes that 
future therapy will be biological, thus avoiding mutilation and destruction 
of organs. 


MALIGNANT TUMOURS IN Mexican CHILDREN. CANCER IN INFANCY, 


It has been said that cancer is relatively rare in high and dry countries. 
Yet in Mexico City, 2,200 feet above sea-level, cancer is frequent and not 
uncommon in children. 

Mendizabal gives the statistics of more than 80 cases, and describes and 
illustrates a few of the most remarkable. Most of hypotheses formed with 
regard to the origin of cancer in adults find no application in children. 
The chronic irritation of over-nourished cells (Waldeyer) cannot be traced 
in the epithelioma of a child of five or in a sarcoma in a baby one year old. 
No child belonged to a comfortable class. Out of 82 seen, 80 were very poor. 

Heredity, syphilitic, or otherwise, appeared to have little influence. 
Defects in feeding, in corporeal hygiene, and in housing were interesting 
factors. Male children were more often the victims than female. Out of 
76 cases only seven were girls. The evolution of the disease is much more 
rapid in children. At first the child seems to resist invasion better, but, 
once the regional phase is past, any intervention either surgical or by 
radium accentuates the pathological state, quickly leading to death. 


PERITONITIS OF PUERPERAL ORIGIN. 


In his work Campos includes peritonitis following provoked abortion as 
well as that due to post-partum infection. He considers three stages of 
peritonitis in reference to the degree of the lesion and the organs infected. 
In the first the adnexa are infected and metro-salpingitis is produced. 
Peritoneal manifestation is at first slight and diagnosis may be difficult. 
Care should always be exercised in treating the patient. In this type of 
infection small accumulations of pus may sometimes remain in the Fallopian 
tubes, ovaries, or in both, after the patient seems to be convalescent. 

The second stage is characterized by the typical symptoms of pelvic 
peritonitis. The third stage is called generalized puerperal peritonitis. 

Campos describes the treatment he carries out in his own practice. In 
the first stage he employs pre-operative immuno-transfusion with the usual 
antiseptic treatment. He then performs laparotomy and excises the purulent 
focus or foci. 

In the second stages, at laparotomy, adhesions are removed, pus is 
drained, and hysterectomy is performed without peritonizing the pelvic 
floor. Ample drainage is secured per vaginam. In the third stage the same 
operation is performed with total hysterectomy and vaginal drainage, 
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THE [MPORTANCE OF EARLY DIAGNOSIS IN NICOLAS’S AND FAvRE’sS DISEASE. 
THE Part PLAYED BY SURGERY IN ITS THERAPEUTICS. 


Alvarez considers the disease of Nicolas and Favre to be an inguinal 
lymphogranulomatosis in its most general aspects, and emphasizes the 
importance of early diagnosis, though this is often difficult, especially in 
women, because of the complex distribution of the lymphatic vessels and 
glands. 

It is necessary to bear in mind the possibility of this disease whenever 
there are enlargement of the inguinal glands, anal and vulval hypertrophy, 
and ulceration, or rectal stenosis. In the early stages when the glands are 
slightly affected it may be confused with other lesions, but a great aid 
to diagnosis will be found in Frei’s skin-reaction, a test which is simple in 
technique and easily executed by the general practitioner. 

Intensive treatment with antimony salts may cure the disease in a very 
early stage, but when the focal process does not improve in seven or eight 
days, the lymphatic glands should be excised. Immediate extirpation may 
prevent the chronic oedema, which sometimes follows if the glands are not 
removed. The quantity of virus in the circulation is diminished and certain 
obstructions are prevented. 

In advanced cases with ano-rectal stenosis there are three methods of 
treatment. (1) The formation of an artificial anus. (2) Excision of the 
rectum, and bringing down the sigmoid flexure to the perineum to form an 
anus. (3) Removing the rectum and leaving a permanent artificial anus. 

Alvarez has found the first method palliative, but not very satisfactory. 
He found the third method the most successful. 

In 25 cases treated by the second method, a recurrence of intestinal 
stenosis with extension of the lesion to neighbouring muscles was noted in 
seven cases. 

No treatment solves the problem in very severe cases. The disease seems 
to possess a reproductive force as strong as that of cancer, and, like cancer, 
early diagnosis gives the only hope of permanent cure. 


J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynaecology. 


Vol. xix, September 1936. : 

*The foetal kidney in relation to disease of the maternal kidney. Sh, Tsuda. 

On the subsequent health of patients with eclampsia. Sh. Tsuda. 

*An instance of chorion-epithelioma malignum with a cardinal symptom of 
intraperitoneal bleeding and metastasis in the gums. K. Irube and 
T. Ogura. 

An instance of haemangio-endothelioma intravasculare of the ovary which 
ruptured after torsion. A. Fujii. 
A foetus with congenital cystic kidney. H. Yamamura and K., Ito. 

*An instance of chorion-epithelioma cured naturally. H. Fujimori and K 

Kobayashi. 
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A statistical study of forceps-delivery. R. Nomura. 
A statistical study of placenta praevia. Y. Matsubara. 


Vol, xix, November 1936. 

*The Huhner test in the diagnosis of sterility due to necrospermia. Max 
Huhner. 

*Female sex hormones and malignant tumours. Y. Nitta. 

The effect of functional disturbance of the maternal endocrines on the 
genital gland of the foetus. T. Tanioka. 

*Metabolism of patients with carcinoma uteri in relation to Roentgeno- 
therapy. Y. Fujita. 

The bilirubin content of the blood-serum during the menstrual cycle. M. 
Fukase. 


THE FortraL KIDNEY IN RELATION TO DISEASE OF THE MATERNAL KIDNEY. 

Several authors have recorded their experimental results on this question. 
Removal of both kidneys in the pregnant rabbit causes increased function in 
the foetal kidneys with the production of hydramnios. In women who have 
died of mercuric chloride poisoning following the injection of this fluid into 
the pregnant uterus the foetus as well as the mother possesses damaged 
kidneys. The author records his findings in two cases of fatal toxaemia of 
pregnancy. Both the foetal kidneys showed extreme vascular congestion 
and swelling of the tubular epithelium. 


AN INSTANCE OF CHORION-EPITHELIOMA MALIGNUM WITH A_ CARDINAL 

SYMPTOM OF INTRAPERITONEAL BLEEDING AND METASTASIS IN THE GUMS. 

A multipara, 26 years of age, had her uterus evacuated for an incomplete 
abortion. Seven days later bleeding recurred; the uterus was found to be 
enlarging and both ovaries were easily palpable. The Friedman reaction 
was strongly positive. On the eighteenth day following the curettage the 
patient developed all the symptoms of intraperitoneal bleeding. The 
abdomen was opened and the blood removed from the abdominal cavity. 
On the right tube near the cornu was adherent clot and a small pulsating 
vessel. The uterus was enlarged to the size of a fist and both ovaries 
contained luteal cysts. The uterus was removed by supravaginal hysterec- 
tomy. The primary focus of the chorion-epithelioma was found to be at the 
fundus. A metastasis in the vagina was found just before operation; this 
was excised and a course of deep X-rays given. The Friedman test was 
still positive when the patient insisted on discharge from hospital. Sixty-six 
days later she was admitted in extreme cachexia. Numerous fresh nodules 
had appeared in the vagina. The patient also complained of bleeding from 
the mouth. On examination three small nodules were found on the external 
surface of the left gum. Biopsy showed this to be chorion-epithelioma. 
The patient shortly died of pneumonia. 


AN INSTANCE OF CHORION-EPITHELIOMA CURED NATURALLY. 

Since this tumour was first described in 1889 many cases have been 
described in which spontaneous and permanent cure has occurred. A multi- 
para, aged 44 years, had a supravaginal hysterectomy performed because of 
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hydatidiform degeneration of the placenta. Two months later the patient 
returned complaining of cough and pains in the chest. Right pleural punc- 
ture showed that the pleural exudate contained much blood. An X-ray 
photograph showed a small tumour in the base of the right lung which soon 
became obscured by the pleural exudate. During the four months the 
patient was in hospital purely symptomatic treatment was given. The 
exudate was gradually absorbed although it was still quite extensive on 
discharge. The Friedman reaction at this time was still weakly positive. 
The author apparently considers that the patient has undergone a natural 
cure. 


THE HUHNER TEST IN THE DIAGNOSIS OF STERILITY DUE TO NECROSPERMIA. 

The author first points out that necrospermia is not caused either by 
gonococci or by gonococcal pus. It is a common finding that a man suffer- 
ing from acute urethritis will infect the female. Occasionally pregnancy has 
occurred in women suffering from acute salpingitis. The author then points 
out the various fallacies which may be encountered when a condom speci- 
men of seminal fluid is examined. The patient may imagine that the 
specimen will get cold before it reaches the doctor and will keep it warm 
with a flask or hot bottle. These invariably kill the spermatozoa. The 
powder which is found in certain varieties of condoms also causes death 
or impairs the vitality of the spermatozoa. Huhner then mentions that in 
many cases in which all precautions have been taken to obtain accurate 
results yet only dead spermatozoa have been found in the condom specimen 
when in the same case the female secretions are swarming with live sperms. 
It is shown, therefore, that it is much more reliable to examine the post- 
coital female secretions than a condom specimen in the examination of a 
case of sterility. 


FEMALE SEX HORMONES AND MALIGNANT TUMOURS. 

It has been shown that in many patients suffering from cancer there is 
a greatly increased output of follicle-maturing hormone of the anterior 
pituitary gland. It has been claimed that this is a special protecting 
mechanism. Experimental evidence on this point has been greatly confused 
and the results are conflicting. The author comes to the following con- 
clusions based on his experimental work. The follicle-maturing hormone of 
the anterior lobe of the pituitary inhibited the growth of the Flexner-Jobling 
carcinoma and Fujinawa’s sarcoma in the rat. Apparently it was due to 
the direct action of this hormone that inhibition occurred. The action of 
the hormone in inhibiting tumour growth was not dependent or influenced 
by the presence or absence of the ovaries. 


METABOLISM OF PATIENTS WITH CARCINOMA UTERI IN RELATION 1O 
ROENTGENOTHERAPY. 


The author has attempted to investigate changes in nitrogen metabolism 
occurring during the X-radiation of women suffering from cancer of the 
uterus. It was found that immediately after the first radiation there was 
a decrease in the total quantity of urine passed. There was a marked 
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decrease in the amounts of total nitrogen, ammonium nitrogen and amino- 
acid nitrogen. As the course of radiation progressed these fractions gradu- 
ally returned to normal. Experimentally it was found that in X-radiated 
rats there was some accumulation of nitrogen in the liver. An attempt 
to correlate the nitrogen retention with the clinical findings showed that 
X-ray sickness was always greatest when the nitrogen retention was 
maximal. 
R. J. Kellar 
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ROYAL SOCIETY OF MEDICINE. 
JANUARY, 1937. 


A Meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine was held on Friday, January 15th, 1937, when a dis- 
cussion took place on 


THE RELATIVE VALUES OF THE UPPER AND LOWER SEGMENT 
CAESAREAN OPERATIONS. 


Mr. BriGHT BANISTER first referred to the general ideal which must 
first govern any surgical procedure in the case of delivery via the mother’s 
abdomen. The operation should be reasonably simple and reasonably speedy, 
available not only for the operator of experience, but also for those of no 
great dexterity when faced with its necessity. The speaker laid no stress 
on statistics which could prove anything, but rather on the unfinished lesson 
of his own experience honestly viewed in retrospect. He stated that during 
the last 10 years he had performed 112 Caesarean sections, of which 105 were 
examples of classical operation, and seven of the lower segment type. During 
the same period 192 Caesarean sections were pertormed at the Charing Cross 
Hospital, of which 14 were examples of the lower uterine incision. In his own 
series there was no mortality. The simplicity of the classical operation was 
admitted by all, and the time occupied is much shorter than that required 
for the lower segment one. He had only twice seen patients uncomfortable 
after Caesarean section, though he admitted one of the hospital cases de- 
veloped intestinal obstruction on the sixth day. In 15 repeated operations he 
had never encountered serious adhesions or seen a weak uterine scar. In the 
case in which normal delivery had occurred following the classical operation 
there had been no trouble. In the light of his experience he urged that the 
operation of election was the classical one. He observed that the lower seg- 
ment operation was more difficult and that there is more haemorrhage de- 
manding mechanical control. He thought that delivery of the child was 
more difficult, but admitted that the closure of the peritoneum after a lower 
segment incision left a beautiful surface. His experiences during the Great 
War had first made him averse to connective tissue planes in the presence of 
presumed sepsis, but added experience had done much to break down this 
aversion. Though believing that the lower segment technique had a definite 
place in operative obstetrics, he was of the firm opinion that it should be 
reserved for cases in which the patient is in labour and/or cases in which 
previous infection is either obvious or likely. 

Mr. ALECK Bourne said that he wished to protest against an extreme 
view on this, as on every question in medicine. While the lower segment 
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operation was admirable for the woman in labour in whom the lower seg- 
ment was well defined, there was still a field for the upper segment opera- 
tion, especially before labour had begun. Another important point was the 
relative difficulty of the lower segment operation. There was no doubt that 
the classical operation was the safer and better for the occasional operator, 
who would have much trouble in doing the lower segment operation. While 
admitting the reduced mortality of the lower segment operation for cases 
of potential sepsis, yet Trillat, of Lyons, had published results of 110 cases 
of the lower segment operation which scarcely differed from those of the 
upper segment operation. For example, of 14 cases operated upon in a 
state of fever the mortality was 28.5 per cent. After further references 
to the figures relating to the comparative mortality, he concluded by stating 
again that each case should be considered as a separate problem. While 
the lower segment operation had come to stay, the upper segment operation 
still had a wide sphere of usefulness and should not be discarded. 

Mr. W. Gitiiatr said that in 1932, having seen De Lee’s film of the 
lower segment operation, he began to perform it on patients both before 
and during labour. He described the method he used in 111 cases: four of 
these were for placenta praevia, eleven were for contraction ring. In 75 
patients labour had begun, and in 64 of these the membranes had been 
ruptured from 10 to 60 hours. He gave a table showing the morbidity. 
There were only two deaths in his whole series, and they were from para- 
lytic ileus in two patients with contracted pelvis who were operated upon 
before the onset of labour. In the vast majority of his cases vaginal examina- 
tions. had been frequently made. In three cases induction of labour by 
bougies had been done before the operation, but obstruction had developed. 
He had recently had a case of failed forceps in which the lower segment 
operation had been entirely successful. He considered that this operation 
had the following advantages: (1) there was a better uterine scar. (2) 
There is less bleeding. (3) Fewer adhesions occur, and there is no risk 
whatever of a loop of gut becoming adherent. (4) The immediate results 
are better both as regards the comfort of the patient and the morbidity. 
(5) The remote results as regards subsequent rupture are infinitely better— 
four per cent in the classical, 0.4 per cent in the lower incision; moreover, 
there was a lesser risk of sterility and menorrhagia. (6) The maternal mor- 
tality figures of the two operations collected by many independent ob- 
servers from the clinics of several countries showed that whereas the classical 
operation had a mortality of five to seven per cent, the mortality of the 
lower segment Caesarean operation was at the lowest 1.3 per cent, and at 
the highest 5.5 per cent. He then described the operation he performed, 
stressing his advocacy of the transverse incision with its convexity upwards. 
He used Willett’s scalp-forceps to assist delivery of the head and lessen the 
haemorrhage at the time of the incision by traction on the head against the 
incised wound. After delivery he injected one cubic centimetre of pituitrin 
into the uterine wall. If the case was infected he tried to expel the placenta 
through the dilated cervix, but if this could not be done then the placenta 
was removed via the abdominal incision. It was a difficult operation in fat 
patients. In regard to placenta praevia he reminded the audience that the 
placenta was anterior in 40 per cent of classical Caesarean sections, and that 
did not deter operators from performing the classical operation. 
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Mr. GREEN ARMYTAGE stated that, in Calcutta, being disgruntled with 
his own and published results in suspect cases, in 1925 he made a pilgrimage 
to Chicago to see De Lee and Greenhill. That had confirmed him, and 
since 1925 he had employed the lower segment transverse incision in 189 
cases. In 38, labour had begun, but the membranes were intact. In 47, 
labour had not begun. In 104, the membranes were ruptured, and in 80 
many vaginal examinations had been made. There were 10 maternal deaths 
and 22 foetal deaths in the series. He emphasized the fact that a difficult 
craniotomy was not only utterly exhausting to the operator, but had a 
mortality of 15 to 20 per cent from shock, haemorrhage and sepsis. The low 
operation was particularly indicated in the tropics and for cases of con- 
tracted pelvis seen late. He particularly urged the operation for those cases 
in which labour had begun and progress was delayed by faults in the 
passages or passenger. He thought that in these days of planned maternity 
that the rising rate of stillbirths would not long be tolerated if the public 
began to understand that a safe method of delivery unattended with greater 
risk existed. He did not dispute that the operation was somewhat more 
diffiult, but it was ideal for the case of trial labour or the impacted and 
unrotated posterior position, or breech, which did not advance, and so often 
gave rise to a dead or injured baby and months of invalidism, to say nothing 
of the crushing disappointment and fear of future pregnancy. He advocated 
pushing the bladder right down and away from the site of the proposed 
transverse incision, and stressed the importance of first making a small 
central incision down to the amnion and then enlarging the incision laterally 
with angular scissors. Haemorrhage was sometmes a source of anxiety, but 
he had been able to prevent this by the use of the soft sprung transversely 
serrated forceps which he showed; these are applied four to the upper and 
four to the lower edges of the incision, and after delivery, being drawn to- 
gether, they make easy the coaptation of the edges for suture with catgut. 
He did not use Willett’s scalp-forceps, but the hand as a vectis. After 
delivery of the infant good contraction and expulsion of the placenta could 
be obtained by the slow intravenous injection of one cubic centimetre of 
pituitrin in four cubic centimetres of saline. If there was an obvious risk of 
sepsis he advised placing a drainage tube from the abdomen through the 
cervical incision into the vagina for 48 hours. He thought that prontosil, 
used prophylactically and therapeutically, would improve the prognosis in 
all such cases. Eventration of the uterus before incision was not contra- 
indicated in the lower segment operation if well packed off with roll gauze. 

Mr. C. M. MarsHALt stated that he had done the lower segment Caesarean 
operation in 170 cases without a death. In a large proportion of these labour 
had begun and the membranes had ruptured. He had done it for prolapsed 
cord and prolapsed limb, for failed induction by bougie, and for cases in 
which the vagina had been plugged for placenta praevia. He was sure that 
it was the right procedure in all cases, seen late in labour, in which de- 
livery was not possible, provided the technique was mastered. He urged the 
wisdom of making a small central incision and then enlarging this, rather 
than making a sweeping side-to-side incision. He had found by first making 
a small central wound that the fibres of the lower segment often tended to 
split in the lines of cleavage of the transverse muscular fibres. 

Mr. EarpLEY HoLiaNnp was a strong advocate of the low method, had 
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been performing it for many years, and would continue to do so for cases 
in labour and for cases not in labour for the reasons given by Mr. Gilliatt. 
He used the longitudinal incision and showed lantern slides of his technique. 
He admitted that his operation at times encroached upon the upper segment, 
but he was satisfied that beyond the occasional risk of severe haemorrhage, 
which, of course, one met in the classical operation, it was a better, more 
generally useful, and a safer method than the old-time technique. He em- 
ployed lung forceps, or those shown by Mr. Green Armytage, to check 
bleeding from the edges of his incision. 

Professor J. YouNG sounded a note of warning lest practitioners who 
were not as yet masters of the art of obstetrics should come to the impres- 
sion that the lower segment operation was, from this discussion by experts, 
an easy one, and one they could adopt with safety in all and exceptional 
circumstances. He therefore considered it important to insist that it was 
one demanding skill and experience. 

Professor Munro KERR said that he had been doing the lower operation 
since 1916. He admitted that it was more difficult, and that in cases of 
placenta praevia the haemorrhage might b» very severe. He did not advise 
the Trendelenberg position, but rather the opposite. He thought the trans- 
verse scar infinitely better than the longitudinal one and less likely to give 
future trouble. 

Mr. CHAssaR Morr read the notes of a case in which the classical opera- 
tion had been performed twice and the lower segment operation once. In 
her fourth pregnacy, however, it was the classical incision which ruptured. 
Total hysterectomy was performed, and he showed the specimen. 

Dame Loutse McILRoy believed that placenta praevia, which demanded 
Caesarean section, was best treated by the classical technique. She had no 
personal experience of the lower technique, but would like to know if there 
were any difficulties in the case of breech presentation. She wished to agree 
with the remarks of Professor James Young. 

Mr. BanIsTER, in reply, pointed out that the object of the meeting was 
to discuss the relative values of the upper and lower segment Caesarean 
operations and thanked those speakers who had supported his submission 
that the lower segment operation was an important addition to operative 
obstetrics and had a great value in infected cases. He still held that there 
was a place for the relatively simple operation in which the incision is made 
in the upper part of the uterus. He again averred his adhesion to the upper 
segment operation in cases of placenta praevia, and was doubtful whether 
eventration of the uterus after the lower segment incision was in keeping 
with the argument which led in the first place to the employment of the 
lower segment incision. 


A CASE oF INTRAMURAL ABSCESS OF THE UTERUS FOLLOWING 
CRIMINAL ABORTION. 


Mr. A. C. BELL reported a case of intramural abscess of the uterus follow- 
ing criminal abortion, and showed the specimen. The interest of the case 
lay in the fact that the operation occurred on September 22nd, and though 
complicated with local peritonitis, the patient was comparatively free from 
symptoms until November 15th, when she had an attack of acute abdominal 
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pain, rigidity and distension due to the rupture of an abscess which had 
quietly formed in the wall of the uterus, rupturing into the peritoneal cavity. 
He showed the specimen. The organisms were staphylococci, and the rarity 
of recovery from this condition is possibly due to that fact. 

Mr. LesLtiE WILLIAMS congratulated Mr. Bell on the fortunate result 
obtained in his case of intramural uterine abscess which had ruptured. He 
had come in contact with two cases, both of which died with remarkable 
suddenness when the abscess ruptured. 


COMBINED INTRA-UTERINE AND EXTRA-UTERINE PREGNANCY. 

Mr. BELL then showed a case of combined intra-uterine and extra- 
uterine pregnancy. The patient complained of pain on the left-hand side 
and was thought on examination to have an ovarian cyst with early preg- 
nancy. On opening the abdomen the suspected ovarian cyst proved to be 
an ectopic gestation. This was removed and the patient is now seven months 
pregnant. 

Mr. K. VarRTAN stated that he had seen two cases, both under the care 
of Mr. Wilfred Shaw at St. Bartholomew’s Hospital, of combined tubal and 
normal pregnancy. The first case is reported in St. Bartholomew’s Hospital 
Journal, Vol. xxxix, and went to term. The second was operated upon 
on November 17th, 1936, and is due on June Ist, 1937. 

Mr. BRIGHT BANISTER reported a similar case in a patient who was four 
months’ pregnant, and was sent to him tor a swelling which was thought 
to be a fibroid on one side of the uterus. The abdomen was opened and 
the tumour removed; it proved to be a pregnancy in an accessory horn of a 
bicornute uterus. The uterus remained undisturbed and the patient was 
subsequently delivered at term. 


FoEtus AMORPHOUS. 


Mr. W. R. WINTERTON showed a specimen of foetus amorphous. The 
patient was 28 years of age, and was confined of a female child weighing 
5 pounds 4 ounces at the thirty-seventh week. Following the birth of this 
child and attached to the placenta was the amorphous foetus. On section 
there were no organs with the possible exception of pulmonary tissue. 


A SPECIMEN OF ADENOMYOMA AND CARCINOMA OF THE BopDy OF THE UTERUS. 


He then showed a specimen of adenomyoma and carcinoma of the body 
of the uterus. The patient was aged 41. She had an offensive discharge 
and occasional floodings. The uterus reached to the umbilicus and the diag- 
nosis was fibroids. Subtotal hysterectomy was performed, and after removal, 
when sections were prepared, it was seen that the tumour consisted of endo- 
metrial tissue, the glands showed carcinoma. The uterine muscle was also 
thick. 

The case was discussed by Mr. CLIFFORD WuirteE, Proefssor JAMES YOUNG, 
Mr. EveraRD WILLIAMS, and Mr. Giiiatr. All were agreed upon the 
rarity of the specimen, but some differences of opinion arose as to how the 
cervix which remains should be treated in view of the microscopic report, 
whether by radium or extensive reoperation. It was decided to submit the 
specimen for further pathological opinion. 
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FEBRUARY, 1937. 


A Meeting of the Section of Obstetrics and Gynaecology was held at the 
Royal Society of Medicine, Wimpole Street, W.1, on Friday, February 
19th, at 8 p.m. 

Mr. CuassaR Morr showed a simple apparatus for the self-administration 
of 


NITROUS OXIDE Gas DuRING LABOUR 


which he had devised and supplied to him by Messrs. Charles King & Co. 
The object was to supply pure nitrous oxide by two deep breaths from a 
bag which automatically filled itself after emptying. He emphasized the 
fact that labour pains are intermittent, and there is but short warning of 
their approach. His apparatus permitted the labouring mother to inhale 
and obtain appreciable analgesic effect during the warning period of 12 to 16 
seconds. He had tried it on 120 patients; rarely had there been any 
cyanosis and the analgesia provided had been better than that previously 
ebtained from machines delivering mixtures of gas and air. He demon- 
strated its uese. 

Dr. MINNITT stated that he had come prepared to criticize the use of 
100 per cent nitrous oxide gas, as he thought that two breaths of such gas 
would probably be insufficient to produce analgesia during the pain, but 
he was looking forward to testing the machine. 


MopIFIED GRAY WARD OPERATION FOR COMPLETE PROCIDENTIA. 


Mr. EvERARD WILLIAMS referred to the fact that the weak point of the 
Gray Ward operation was the tendency to the devolopment of enterocele 
or high rectocele despite the removal of the pouch of Douglas and the 
thread suturing of the utero-sacral ligaments. In the operation, which he 
demonstrated by excellent still photographs, he stated that he had been 
able to get over this tendency to enterocele by reversing the order of 
procedure. The dissection begins from behind at the posterior commissure 
of the vagina and not from in front. The posterior vaginal wall is separated 
from the fascia and muscle, and the pouch of Douglas is opened. The uterus 
is removed as usual and then a high and complete colpo-perineorrhaphy is 
performed. Catgut is used throughout. He spoke of his resu!ts during the 
last five years’ use of this technique, and considered that he had been able 
tc obviate that annoying thing—an enterocele—which was the common 
experience of many hitherto employing the Ward Mayo technique. 


THE TRANSPOSITION (INTERPOSITION) OPERATION. 


Mr. St. GEORGE WILSON first gave the history of this operation and then 
dealt with its indications. He insisted upon its use only after the change 
of life, though he was aware that in America and on the Continent it was 
often performed during the child-bearing years; but, of course, in all such 
cases it was imperative to ensure complete and absolute ligation and excision 
of the Fallopian tubes at the cornua. If this was not properly done tragedy 
might ensue, He then described the operation as he performed it, illustrat- 
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ing his means by sketches. He stated that oftentimes he had to amputate 
the cervix, and did not think that such a procedure was harmful, though 
some surgeons did not advise amputation if interposition was to be done. 
He passed his top fixation suture as high as possible, that is as near the 
bladder and urethra as possible. The posterior vaginal wall and perineum 
were repaired secundam artem after completion of the interposition tech- 
nique. The advantages of the operation were that in cases of large cystocele 
there was much greater support to the bladder and anterior portion of the 
pelvic floor. Moreover, it is now mechanically impossible for the bladder to 
sag down again. There is less need to remove large quantities of the 
vaginal mucous membrane, and hence there is less chance of dyspareunia. 
Frail or very old patients can be allowed out of bed in a few days; 
moreover, the time taken and loss of blood is less. He did not use a self- 
retaining catheter, preferring for a few days to catheterize his patients’ 
bladders. He admitted that there was a slightly increased risk from the 
fact that the peritoneal cavity was opened, but the incidence of any serious 
complications was very rare. He showed cystograms to demonstrate the 
fact that the bladder was not materially displaced after the interposition 
operation, and certainly not more so than after Fothergill’s operation. The 
paper was then technically illustrated by a beautiful coloured cinematograph 
exposition of the operation upon an old patient with prolapse. Amputation 
of the cervix was performed, and step by step the full technique was shown. 

The PRESIDENT congratulated Mr. St. George Wilson on the excellence of 
his coloured film, and inquired if pyometra or carcinoma of the body of the 
uterus had occurred in any of his patients after operation. 

Mr. ARNOLD WALKER mentioned a case of full-time pregnancy after inter- 
position in Vienna. Caesarean section was performed by Mr. Walker. The 
patient had had no symptoms whatever during the carrying months. The 
posterior uterine wall was in contact with the abdominal wall, and his 
incision had to be made down the middle of the posterior wall. The internal 
os was represented by a transverse slit lying three-quarters of the way up 
the posterior wall of the gestation sac. As the cervix could be felt vaginally 
the cervical canal must have measured some to inches. No lochia appeared 
for 24 hours, but free drainage eventually occurred and recovery was 
uneventful. The Fallopian tubes were found lying on the bladder and were 
excised. 

Mr. GREEN-ARMYTAGE stressed the impertance of completely separating 
the base of the bladder at each angle of the wound before opening the 
peritoneum. He warned operators against suturing the utero-vesical peri- 
toneal fold too far back on the posterior surface of the uterus lest the floor 
of the bladder became fixed below the level of the trigone with consequent 
residual urine and stone formation. He stated that there was no fixed rule 
for the insertion of the anterior fixation sutures; if the uterus was long 
and thin the top fixation suture should be through the anterior wall of the 
uterus, if it were small and globular at the fundus. He thought it was 
imperative to put the lowest fixation suture at the angle of the cervix and 
the body of the uterus to obviate haematomata. He advocated thread for 
bringing together the utero-sacral ligaments if there were any enterocele 
or high rectocele. He had never seen pregnancy occur, though 4o of the 
cases in his own series were in women before the menopause, because he 
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ligated and buried the cornual ends of the Fallopian tubes after excision. 
Should, however, such an event happen a vaginal hysterectomy in the first 
two months would be very simple. 

Professor MuNRO KERR spoke of the danger of leaving a dead space at 
the angle of the cervix and the body of the uterus. He said he was impressed 
with Mr. Everard Williams’s operative technique and the strong floor made 
of the recto-vaginal ligaments which prevented future enterocele. He ad- 
mitted that such an event did occur at times after the Donald-Fothergill 
operation. He considered that this operation had a definite though perhaps 
limited place for the cure of prolapse. 

Mr. PARAMORE stated that he had done this operation 44 times, but 
modified it by removing the whole cervix, the anterior wall of the uterus 
and the posterior wall of the endometrium, so as to obviate the chances of 
any further carcinoma. The mutilated uterus on healing acted like a 
pessary below the bladder, and he was very satisfied with his results. 


Miss GRACE JONES gave the results of an investigation into 


THE OCULAR CHANGES IN NORMAL AND HYPERTENSIVE PREGNANCY. 


The retinal condition of 500 cases of normal pregnancy, and 144 cases of 
hypertensive pregnancy had been investigated. Of the hypertensive cases 
go had been re-examined five months to two years after delivery. The 
higher the blood-pressure, and the longer the duration of toxaemia, the 
greater is the amount of retinal involvement. In cases under medical care 
retinitis should never be allowed to develop, and the first sign of exudate 
or haemorrhage is an indication for the immediate induction of labour. To 
prevent retinai involvement and subsequent nephritis labour should be in- 
duced in all cases of toxaemic pregnancy after symptoms have persisted for 
14 days. Of the go cases re-examined, 21 per cent showed residual chronic 
nephritis or chronic hypertension. Of these one out of seven with normal 
fundi or with early retinal involvement showed residual lesions, and four- 
fifths of those with advanced retinitis. The prognosis as regards vision in 
cases with retinitis is reasonably good. 

The PRESIDENT said Miss Jones’s paper was of the greatest importance, 
as it proved that retinal changes in toxaemia were more frequent than 
usually stated. Till now many obstetricians regarded retinal exudate and 
haemorrhage as indicating the presence of nephritis and permanent renal 
damage. He did not agree with the induction of premature labour in preg- 
nant patients suffering from retinitis, as recorded in one of Miss Jones’s 
cases; six days may elapse between the induction and delivery and further 
irreparable damage to sight ensue. He had for years always treated these 
patients by Caesarean section and recently also advocated sterilization at 
the same time, as he had an unfortunate experience with a patient with 
severe retinitis who regained good vision after Caesarean section, but de- 
veloped a recurrence of the retinitis during a subsequent pregnancy; very 
serious permanent damage to her vision resulted. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


DECEMBER 1936. 


A Meeting of the Society was held in the University, Liverpool, on 
December 11th, 1936, with the President, Dr. Ruth Nicholson, in the Chair. 


A SHORT PAPER ON RUPTURED UTERUS. 


Dr. D. C. Racker (Manchester) read a short paper on ruptured uterus, 
including notes on three cases which had been recently treated in St. Mary’s 
Hospital, Manchester. In all three cases the technique carried out had been 
the same, i.e. supravaginal hysterectomy combined with blood-transfusion 
and gum saline infusion by the continuous drip method. 

He reported at length one case which had been in the hospital since just 
before labour began. The diagnosis was made immediately after rupture of 
the membranes, and he at once opened the abdomen and performed supra- 
vaginal hysterectomy. In the two other cases the uterus had ruptured be- 
fore admission and one patient was almost morbid on arrival after a long 
journey. In no case had Caesarean section been previously performed, but 
all the patients had previously had difficult deliveries. Two of the patients 
recovered completely, after a rather stormy convalescence. . The third 
patient, who had been so ill on admission, however, died eight hours after 
operation. The anaesthetic employed was nitrous oxide and oxygen in one 
case, morphia and local novotox in another, and ether in the third. 

He drew attention to the fact that the incidence of rupture of the uterus 
was not decreasing, but rather increasing in comparison with 30 years ago. 
This could not be attributed to the increased frequency of Caesarean section, 
as the figures for rupture through the wall of an apparently normal uterus 
were not diminishing. The aetiology of the condition was briefly surveyed 
with special stress on the various causes of rupture through an apparently 
normal uterus. He said he was of the opinion that in these cases there had 
probably been some previous trauma to the uterus, even a partial or incom- 
plete tear which had passed unnoticed. He, therefore, emphasized the im- 
portance of a thorough intra-uterine examination following all difficult 
instrumental or manipulative deliveries. 

He felt sure that the treatment of choice in all cases, with the possible 
exception of small incomplete tears, was supravaginal hysterectomy. 

In cases of rupture through the scar of a previous section he said that 
from the point of view of the patient’s condition it might be better quickly 
to suture the torn edges. This, however, should be followed later by 
sterilization. He felt very strongly that no patient who had had a ruptured 
uterus should be allowed again to become pregnant. 

He thought that treatment per vaginam had no place whatever, apart 
from cases of small incomplete tears. Intra-uterine tamponage had always 
given extremely poor results. Extraction of the child, if the presenting part 
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was low, followed by operation, although tempting, should be resisted. It 
might very alarmingly increase the haemorrhage, bring intestine or other 
viscera down with it, enlarge the tear and greatly lengthen the time before 
the operative treatment could be carried out. He quoted figures from the 
literature to show how the mortality following ruptured uteri suddenly de- 
creased about the year 1900, with the introduction of hysterectomy as a 
method of treatment. Prior to this, nearly all cases were fatal. At the 
present time the mortality was still alarmingly high, about 25 per cent to 
40 per cent in various clinics. 

The prognosis chiefly depended on two factors. Firstly, the interval be- 
tween the accident and operation. Early diagnosis and prompt treatment 
were the keynotes of success. 

Secondly, the amount of bleeding, i.e. whether the placental site had 
suffered, or a large vessel had been torn. In a large number of cases, provided 
there had been no vaginal manipulations, the bleeding might be surprisingly 
little, even when the foetus was lying free in the abdominal cavity. 

Thirdly, he thought that the most important factor probably was sepsis. 
This might be immediate or remote, and was due to peritonitis, pelvic abscess, 
thrombosis, embolism, subphrenic abscess and empyema. The majority of 
patients had a somewhat stormy convalescence, but with suitable treatment 
they should be discharged in a healthy condition. 

In the discussion which followed Mr. A. A. GEMMELL, (Liverpool) gave 
details of a case which he had attended recently. The patient was admitted 
to hospital after failed forceps. It was found necessary to perform Caesarean 
section, and after removal of the child a vertical tear was found in the 
posterior wall of the uterus. This was sutured, and after a somewhat stormy 
convalescence the patient recovered. 

Dr. RHopa ADAMSON (Leeds) felt that trauma at a previous confinement 
was not necessary as an aetiological factor. She recalled the case of a woman 
with eight children who had previously had easy confinements; during the 
first stage of labour her uterus ruptured as a result of suddenly turning from 
her back on to her side. She died within 10 minutes; post-mortem a large 
uterine tear was found. 

Dr. Brive (Manchester) recalled a case of rupture in which the uterus 
was infantile in type. 

Dr. GERRARD (Manchester) supported Dr. Racker’s contention that pre- 
vious trauma was an important aetiological factor. He pointed out that 
spontaneous rupture in a primigravida is a rarity. 


Mr. T. N. A. JEFFCOATE (Liverpool) reported 


AN UNusuaL CASE OF OBSTRUCTED LABOUR. 


The patient, aged 26 years, was first seen at the thirty-sixth week of her 
pregnancy. She had had one previous abortion and four previous Jabours: 
of the latter the first three had been normal, but the fourth, in 1932, was 
difficult and necessitated delivery with the forceps. When first seen her 
general health appeared excellent, but on routine antenatal examination a 
cystic swelling was found behind and slightly to the left of the uterus. 

The exact limits and size of this swelling were difficult to define, but 
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there seemed to be no doubt that it was an ovarian cyst which was below the 
presenting head and almost certain to obstruct labour. The previous history 
of labours increasing in difficulty supported the diagnosis. 

She was admitted to hospital and labour was allowed to begin spontane- 
ously on June 30th, 1934. After being in labour for eight hours, the cervix 
was two fingers dilated, the membranes had ruptured and the head was high 
above the cystic swelling. Lower segment Caesarean section was performed 
under general anaesthesia, and a living female child weighing 7 pounds 4 
ounces was delivered. Having sutured the uterus, the pelvis and abdomen 
were explored; the operator was horrified to find no tumour. The uterus, 
in fact, was unicornute, and there was no appendage on the left side. A little 
thickening beside the pelvic colon was noted, but nothing to account for 
obstructed labour. The placenta had been situated rather low down on the 
left wall of the uterus, and it was concluded that the sensation of a cystic 
swelling must have been produced either by the placenta or by a saccula- 
tion of the malformed uterus. The puerperium was uneventful except for 
mild pyelitis associated with a slight rise of temperature from the 
fourth to ninth days. This quickly responded to treatment with alkalies. 
Careful bimanual examination one month after operation revealed no ab- 
normal physical signs, and Mr. Jeffcoate failed to excuse himself on any 
grounds for what he thought to be a gross error in diagnosis. 

The patient was next seen in October 1935, when she was again pregnant. 
She thought her last menstrual period had begun on May t1oth, 1935. On 
examination at that time the uterus was enlarged to the size of a pregnancy 
of eighteen weeks, and no unusual physical signs could be found on vaginal 
examination. However, she was closely observed with great interest and 
repeatedly examined. Between the thirtieth and the thirty-second week of 
pregnancy the tumour again made its appearance, and became more obvious 
as pregnancy advanced. The case was discussed with a number of colleagues, 
and they one and all agreed that the correct treatment was to institute trial 
labour again, but they were unable to suggest the pathological nature of the 
condition. 

At the thirty-fifth week the presenting head was high, and pus and 
albumin appeared in the urine. This onset of urinary infection was not 
surprising in view of her previous attack of pyelitis in the puerperium and 
the well-known likelihood of a recurrence of this condition. She was ad- 
mitted to hospital for treatment, but was fairly well except for occasional 
headache, and slight rise in the blood-pressure, 150/80 mm. Hg, and a little 
odema. She received treatment with urinary antiseptics, low protein diet, 
etc., but the albuminuria and pyuria persisted to some extent until the onset 
of labour. 

On the 14th March of this year labour began; after 12 hours, the cervix 
was three fingers dilated and drawn up, the membranes had ruptured; the 
presenting head was above a very obvious cystic swelling. The patient’s 
temperature then suddenly rose to 100.6°F. and her pulse-rate became 
rapid—118. Dr. A. A. Gemmell saw the patient at this time and agreed 
that Caesarean section must be done. 

A lower segment operation was performed under spinal anaesthesia. How- 
ever, instead of opening the uterus before exploring the pelvis, as on the first 
occasion, a hand was passed down to the left of the head and a very obvious 
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retroperitoneal tumour, about the size of a Jaffa orange, was discovered. A 
living child weighing 6 ‘pounds 2 ounces was delivered by the usual 
technique, and, having sutured the uterus, the operator proceeded more 
fully to investigate the tumour. To his surprise it had once again disappeared. 
However, on very careful palpation an indefinite soft mass, partly fluctuant, 
was discovered running down beside the pelvic colon. He realized the risk 
of haemorrhage in attempting to deal with pelvic tumours at the time of 
Caesarean section, but in view of the fever decided that, in this case, a 
further exploration was necessary. There was no true broad ligament on the 
left side, but the peritoneum was incised and dissection carried out only by 
a finger. Having reached the tumour it was easily separated from its con- 
nexions. Just before its removal was complete it burst and very offensive 
yellowish fluid escaped. Care was taken to avoid clamping or cutting since 
it was obvious that the ureter must be very close. At one stage a strand 
of tissue appeared and, in view of the possibility of its being the ureter, it 
was examined closely between two fingers; during this process it broke and 
the surgeon became quite certain that it could not be the ureter which is 
usually resistant. At no time was a single vessel of any size seen nor was 
any bleeding point ligated. 

The tumour having been removed there was now a cavity extending 
retroperitoneally down to within two inches of the perineum. This repeatedly 
filled with blood which oozed from all sides. No attempt to find bleeding 
points was made, but the cavity was at once packed with 10 yards of 12- 
inch gauze. The abdomen was closed with tube drainage and the patient 
left the theatre in good condition. Convalescence was a little stormy and 
the patient suffered from some abdominal distension. The chief difficulty 
was the removal of the gauze, which had two knots in its continuity. 

The gauze was gradually removed in the course of 48 hours, gas and air 
analgesia being used for the removal of each portion. 

The wound partly broke down, but the lochia remained inoffensive. The 
temperature was never higher than 101.5°F. and by the eighteenth day the 
wound was pratically healed, temperature and pulse-rate were normal and 
the patient was feeling well. She was discharged from hospital on the 
fortieth day. 

Before opening the tumour it was fixed in formalin. It was carefully 
examined 48 hours after operation and was surprisingly found to be a kidney. 
All renal tissue had been destroyed and it had been converted into a pyo- 
nephrosis: however, its shape and histological appearance made the diag- 
nosis certain. The strand of tissue which broke was, in reality, an atrophied 
ureter. In view of the diagnosis a self-retaining catheter was kept in the 
bladder for one week, but there was never any discharge of urine from the 
abdominal wound. The solution of the mystery was now clear. 

This true pelvic kidney was sufficiently small to allow spontaneous par- 
turition until it became hydronephrotic. At the time of the first Caesarean 
section the hydronephrosis collapsed during the delivery of the foetal head 
and the cyst, therefore, seemed to disappear. By the time of the second 
Caesarean section a pyonephrosis had formed: even then it partially col- 
lapsed during the delivery of the head, and, but for the fact that the tumour 
had been investigated before incision of the uterus, it might have escaped 
notice for a second time. 
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Discussion. 

Professor H: BricGs (Liverpool) thought that an interesting feature of 
the case was the association of pelvic kidney and unicornute uterus; the 
pelvic kidney being on the side of the missing horn. 

Professor Mites PuiLiips (Sheffield) had encountered two similar cases, in 
one of which the hydronephrotic kidney had been pushed up and labour had 
been completed by the natural forces. The other had been treated by 
Caesarean section. 


MIDWIFERY CUSTOMS, Past AND PRESENT. 


The PRESIDENT gave an address on this subject. 


JANUARY 1937. 


The annual meeting of the North of England Obstetrical and 
Gynaecological Society was held in the Department of Obstetrics and 
Gynaecology, Manchester, on January 22nd, 1937. 


Mr. W. R. Appis (Manchester) showed a specimen of 


A TUMOUR IN RELATION to BARTHOLIN’S GLAND. 


He said he was afraid he was laving himself open to serious accusation. 
Firstly, that he was occupying the time of the Society with a condition 
which the Society might consider was outside its speciality, and secondly, 
that he was trying to build a mountain out of a mole-hill. He said, 
however, that he had shown the tumour to Mr. Dale, in whom it had 
excited great interest. He felt that in view of Mr. Dale’s wide experience 
of gynaecological pathology the tumour might prove of some interest to the 
Society. 

The patient from whom the specimen was removed was a stout, married 
woman, 63 years of age. The menopause occurred at the age of 45 years. 

In November 1932 she was referred to a surgeon by her doctor, who 
had been attending her for some time for epilepsy and aortic stenosis. 
She complained of fortnightly attacks of haematuria lasting from two to 
three days at a time, which she had had for six months, 

Nothing was found on abdominal examination, and apart from a few red 
blood-corpuscles urinary ¢xamination and culture were negative. Cystoscopy 
and pyelography showed nothing abnormal. 

In April 1934, i.e. 15 months later, she was again sent to see the 
surgeon. Haematuria was still present and she had lost weight. She also 
complained of pain in the right loin and under the right costal margin. 
A large mass could now be felt in the right loin extending across the 
mid-line. 

A pyelogram showed enlargement and deformity of the pelvis and 
calices of the right kidney in a low position. In September of that year 
the surgeon removed the right kidney. The patient made a completely 
non-febrile recovery. 
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The kidney was very large and appeared to be a uniform mass of 
growth. The pathological report was: ‘‘The tumour is an adenocarcinoma. 
The cells are not of the hypernephromatous type.”’ 

Mr. Addis said that the typical hypernephroma cell was a large clear 
vegetable-like cell with eccentric nucleus and a column of papillary arrange- 
ment, but on the other hand four different types of hypernephroma could 
be distinguished by the predominating cell and the arrangement of the 
cells, papillary or diffuse, granular cell and clear cell. 

He had no doubt that the tumour was a hypernephroma. The age of 
the patient, the slow growth of over four years, and the consistence of the 
slide with the appearance of the papillary granular cell type were in favour 
of such a diagnosis. 

In an analysis of 80 cases of hypernephroma from the records of the 
Johns Hopkins Hospital and University, 50 per cent of the cases gave a 
history of one year’s duration or over, the longest being 12 years. The 
granular cell type were found to be quick growing, the clear cell of slow 
growth. Only four patients were alive five years after nephrectomy, and of 
these three had metastases. The average time of survival was six months 
to a year. Metastases were early, blood-borne, and occurred chiefly in 
the lungs and long bones. The patient returned a third time to the 
surgeon and was admitted to hospital in November 1936, four and a half 
years after the onset of symptoms, and two years after nephrectomy. She 
was in good health, but had noticed slight vaginal bleeding on two occasions. 

The surgeon asked Mr. Addis to see the case, and handed it over to 
him for treatment. On separating the labia, a structure, of the colour, 
shape, and size of an accessory nipple, was found in the position of the 
right Bartholin macule. No macule could be seen on that side. On 
palpation a firm underlying tumour could be felt freely movable and 
continuous with the nipple-like growth. This was excised. There was not 
any abnormal vascularity of the subcutaneous tissue. 

On section the tumour presented a yellowish tinge suggestive of the 
so-called golden tumour, the appearances of a nephroma, and was definitely 
encapsulated. Microscopically it was seen in its deeper portion to be in 
direct relation to Bartholin’s gland. There was not any ulceration of the 
surface. 

The columnar and slightly acinar arrangement of the large clear cells 
with intravening capillaries was consistent with a diagnosis of a metastatic 
hypernephroma in relation to the right Bartholin gland. There were 
certain points of interest in the case if we accepted this position. Firstly, 
the long lapse between the nephrectomy and the appearance of this metas- 
tasis, considering the usual rapidity of spread. Many cases of hyper- 
nephroma were diagnosed by the discovery of a metastasis, as in cases of 
fracture of the long bones. The atypical position of the recurrence was 
noteworthy. The apparent change of type from granular-celled to clear- 
celled was, perhaps, of the greatest interest. It was well known that 
metastases frequently, possibly on account of their greater youth, approxi- 
mated more closely to type than did the tumours from which they sprang. 
In this case not only a more typical growth but one of a definitely different 
type was seen. 

As there was almost complete agreement that these tumours arose from 
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the epithelium of the renal tubules, we could not fall back on the pos- 
sibility of a hypernephroma arising independently from a cell rest in the 
gland, though suprarenal rests had been found in many diverse areas. 
Piersanti, in 1928, reported a hypernephroma which he removed from the 
uterine cervix. The occurrence of two independent and differing carcino- 
mata in the same patient was not unknown. Primary carcinomata of the 
gland were very rare, and many of them were squamous-celled. The 
adenocarcinoma was characterized by its definite encapsulation, derivation 
from the gland acini and close resemblance to a malignant tumour of the 
thyroid gland. These generally arose in connexion with pre-existing -adeno- 
mata which might show well-formed acini but were frequently composed of 
strands and cylinders of cells with very imperfect acinar formation. 

, It was, at least, conceivable that this was a primary tumour. At its 
base it was clearly in relation to normal Bartholin tissue; it replaced the 
duct and macule if not, indeed, a large portion of the gland, and there was 
a close resemblance between the cells and those of the normal gland. 
Should the patient be unfortunate enough to develop metastases of a 
granular-celled type, this position would be greatly strengthened. Mean- 
time, Mr. Addis said, he feared we must accept the simpler and more 
obvious explanation founded on the kidney. 


Discussion, 

The Presipent, Dr. Bride, in the course of his remarks stressed the 
rarity of Dr. Addis’s specimen. 

Professor D. DouGat agreed with Dr. Addis as to the origin of the 
tumour. 


Dr. N. L. Epwarps (Derby) showed a specimen of 


EARLY MALIGNANT CHANGE IN A CERVICAL Mucous Porypus. 

The specimen was a small mucous polypus removed by avulsion in the 
out-patient department from a woman aged 42 years with two children. 
She complained of bleeding per vaginam on defaecation for six weeks, and 
of pain in the right iliac fossa for four weeks. The polypus was sent to 
the laboratory for section, and the pathologist reported that it showed 
features which made him suspect its innocency, viz. (1) hyperplasia of the 
epithelial elements; (2) numerous mitoses among the epithelial elements; 
(3) hyperchromasia of the epithelial elments; (4) an area of squamous- 
celled metaplasia. 

He based his suspicion not on the presence of any one of these findings, 
but on the combination of these features. He emphasized the fact that 
the epithelium had not as yet shown an invasive tendency. 

The slide was demonstrated with the object of obtaining the views of 
those present. 

Panhysterectomy had been performed, and the cervix was chronically 
inflamed but was not suspicious of malignant change; there was a similar 
absence of malignant change in the endometrium lining the body. 
Discussion. 

The PRESIDENT said it was very difficult for anyone not specially 
trained in microscopy to give an opinion. 
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Mr. A. GouGcH, Mr. W. GouGuH and Dr. K. V. BatLey joined in the 
discussion, and the consensus of opinion was against malignancy. 

Mr. N. L. Epwarps, in reply, said he thought he had taken the wisest 
course in removing the uterus and appendages. 


Dr. K. V. BatLey (Manchester) showed some 


WET-SPECIMEN DEMONSTRATION FRAMES FOR TEACHING PURPOSES. 

Dr. Bailey said that he had used these frames for fresh pathological 
specimens in gynaecological demonstrations. They consisted of a number 
of graduated frames from which wooden blackboards were hung. The 
various specimens were either pinned to the blackboard or hung by hooks 
in the frame itself with the board as a background. The demonstration 
frames were flood-lit from the front of the lecture-desk, and by this 
means the wet specimens were readily seen by all the students of a large 
class. The writing on the blackboard in conjunction with them was easily 
discernible from the back of the class, and the fresh specimens themselves 
were thus more graphically demonstrated than could otherwise be the case. 


Discussion. 

The PRESIDENT congratulated Dr. Bailey on his ingenuity in producing 
the demonstration frames, and thought they would be a valuable help in 
teaching students. 

Professor DouGaL (Manchester) also expressed his appreciation of the 
usefulness of the frames for teaching purposes. 


Professor D. DouGat read a short paper on 


Cystic CHANGES IN THE ENDOMETRIUM ASSOCIATED WITH PSEUDOMUCINOUS 
OVARIAN TUMOURS. 
Professor DouGat. said that he had inet three cases of pseudomucinous 
ovarian tumours in which well-marked cystic changes were present in the 
endometrium. The brief case-notes are as follows :— 


CASE I. 

Miss W. The patient was a single woman aged 58 years. The meno- 
pause occurred 28 years previously. 

Symptoms. She complained of pains in the left of the lower abdomen, 
marked constipation and some blood-stained discharge. 

Examination. A cystic ovarian tumour could be felt in the lower 
abdomen. 

Operation. The uterus was removed with the appendages. The tumour 
was a multilocular cyst of the left ovary. An inoperable carcinoma was 
present in the descending colon, 

Pathology. The cyst was a very active pseudomucinous one, not defi- 
nitely malignant; well-marked cystic changes were present in the endo- 
metrium. 

CASE 2. 

Mrs. T. The patient was aged 60 years, married, and had one child now 

aged 37 years. The menopause occurred seven years previously. 
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Symptoms.. She complained of pain in the left of the lower abdomen 
and of uterine haemorrhage. 

Examination. A soft ovarian tumour was found in the lower abdomen 

Operation. The whole uterus was removed with the appendages. 

Pathology. Actively growing and partially necrotic pseudomucinous 
cyst of the right ovary; similar cyst of the left ovary. Well-marked cystic 
changes in the endometrium of both body and cervix. 

CASE 3. 

Mrs. W. The patient was aged 61 years; she had been married for 36 
years, and had one child now 35 years of age. The menopause occurred 21 
years previously. 

Symptoms. She complained of indigestion and a blood-stained vaginal 
discharge of eight weeks’ duration. 

Examination. A cystic tumour, reaching to the umbilicus, was found. 

Operation. The uterus was removed subtotally with the appendages. 

Pathology. Very active multilocular cyst of the right ovary, some 
leakage. The walls are friable and the cyst ruptured during removal. The 
uterus contained some blood-stained pseudomucinous material, and the 
surface of the endometrium was dotted with cysts. 

Professor DouGat said he noticed that all three patients were long past 
the menopause and all complained of a blood-stained discharge. The latter 
symptom threw suspicion on the uterus which otherwise would probably 
not have been removed. 

In each case the ovarian tumour was the actively growing multilocular 
type of pseudomucinous cystadenoma with extremely thin walls and 
colourless gelatinous contents. There was also definite evidence that one 
or two of the smaller locules had ruptured with leakage of their contents 
into the abdomen. 

Although the tumour type closely approximated to the pseudomyxoma 
there was nothing resembling pseudomyxoma peritonei in any of the cases. 

On opening each uterus after operation a quantity of blood-stained 
pseudomucinous material was found in the cavity, and the surface of the 
endometrium was raised up to form a number of thin-walled cysts; in two 
of the cases this condition was also present in the cervix. 

Although unusual, the appearance seemed capable of a perfectly simple 
explanation, namely that some of the pseudomucinous (or pseudomyxo- 
matous) material carrying active tumour elements had gravitated through 
the Fallopian tubes to the uterus and there formed implants on the surface 
of the endometrium. 

Unfortunately microscopic examination of the endometrium did not 
fully support this theory, as the whole of the endometrium was extremely 
active and the cysts appeared to arise from distension of the uterine glands 
and not from proliferation of the tumour cells. 

Professor Dougal thought it would be agreed that the ovarian tumours 
must be responsible for the changes in the endometrium but it was difficult 
to be certain how the latter had been produced. 

His own view was that they were the result of attempts on the part of 
the endometrium to absorb pseudomucinous (or pseudomyxomatous) 
material which had leaked from the ovarian cyst and gained entrance to 
the uterine cavity. 


405 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


If this were correct the uterine condition was really a pseudomyxoma of 
the endometrium and comparable with the lesion found in the appendix 
in some cases of pseudomyxoma of the ovary. 

Discussion. 

The Presipent said he had frequently seen a blood-stained discharge 
in these cases, 

Mr. Apps suggested that it was possible that the primary growth might 
be the endometrium. 

Mr. St. GEoRGE Witson (Liverpool) thought that the ovary might be 
producing oestrin and this in turn causing activity in the endometrium. 

Mr. Matpas (Liverpool) considered it possible that the ovarian cyst in 
Case 1 was malignant, and that the growth in the colon was not inde- 
pendent. 

Professor DouGaL, in reply, said he did not think that the growth had 
had its origin in the endometrium, neither did he think that there had 
been any production of oestrin. In his opinion the carcinoma of the 
colon was quite independent. 


Dr. HuNtTER (Manchester) read a short paper 


ON THE REsuLts oF Six MONTHS’ WoRKING OF HIS HORMONE CLINIC AT 
St. Mary’s HospiraL, MANCHESTER. 

Dr. HuNTER said he was glad to have the opportunity of putting before 
this Society some of the results of six months’ working of the St. Mary's 
Hormone Clinic, and was indebted to his colleagues at the hospital for 
permission to record the results. It was perhaps premature to draw any 
conclusions, but the record might be of some value to those who were 
considering the setting up of a similar clinic, while they might perhaps 
obtain helpful criticism from any members who had already had experi- 
ence of the workings of a similar department. 

During the first six months some go cases came to the clinic, mostly 
cases referred from the out-patient departments. Of these a _ certain 
number were deemed unsuitable for treatment, some had only commenced 
treatment in the latter weeks and had not attended long enough for results 
to be recorded, but there remained 52 cases which had received sufficient 
treatment to justify a criticism of the results, 

The cases treated were as follows: Secondary amenorrhoea 20, hypo- 
menorrhoea 11, sterility and dysmenorrhoea 6, menorrhagia of puberty 4, 
pruritus vulvae 5, repeated miscarriage 3, menorrhagia 2, primary amenor- 
rhoea 1. 

Of the 20 cases of secondary amenorrhoea 14 were temporarily cured, 
that is, the period returned after treatment by varying amounts of intra-. 
muscular oestrin, but in only two of these cases was the restoration of 
function apparently permanent. In four cases hormonal treatment in large 
doses failed to restore the menstrual flow, a result at variance with those 
recorded by Kaufmann, 

In five cases of pruritus vulvae associated with the menopause, four 
were definitely cured by oestrin therapy. 

In four cases of adolescent menorrhagia three were cured by treatment 
with intramuscular progestin. 
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In 17 cases of scanty menstruation associated with dysmenorrhoea or 
sterility, 11 showed no improvement with prolonged treatment, and in 
six there was some slight increase in the flow. In no case was the dys- 
menorrhoea affected, and pregnancy did not follow in any of the cases of 
sterility. 

One case of primary amenorrhoea was treated with large doses of 
oestrin without effect, but two cases of menorrhagia in patients of 30 
years of age were much improved by treatment with progestin. 

The hormone preparations used were manufactured by Messrs Schering. 
In the cases of amenorrhoea, progynon B oleosum forte, a di-hydroxy oestrin 
derivative, was employed, and the smallest dosage found to be necessary in 
any case to produce a menstrual flow was 300,000 units. The largest 
amount required in any one case was 1,250,000 units. In the case of 
menorrhagia of puberty, the average dosage of progestin found to be neces- 
sary each month to control the menstrual flow was Io international units. 

Dr. Hunter said it would be seen that most of the treatment employed 
had been replacement therapy, and that little had been done in the 
direction of activating therapy by using the pituitary hormones. As 
regards permanent cures these results had been disappointing with the 
exception of menopausal pruritus, other severe menopausal symptoms, and 
adolescent menorrhagia. 

The chief criticism of such a clinic was that in many cases they were 
working in the dark and with no certain knowledge of the underlying 
conditions. Cases might be primarily ovarian, or primarily due to pituitary 
deficiency, but there were no methods apart from the clinical signs of 
establishing a diagnosis. Perhaps some help could be obtained by routine 
estimations of the basal metabolic rate, and also perhaps of the blood’s 
hormone content, but for this a biochemical laboratory and a skilled staff 
would be necessary. It seemed to him that future progress was only 
possible along these lines. 


Discussion. 

The PRESIDENT expressed his thanks to Dr. Hunter and his interest in 
the results obtained. 

Mr. J. E. Stacey (Sheffield) asked whether Dr. Hunter had discovered 
anything regarding what time in the cycle these hormones shouid be used. 
Personally he had seen good results in pruritus vulvae. He thought that 
many of the effects obtained by substitution therapy were obtained as the 
result of psychological influences. 

Dr. Lacey (Manchester) asked whether Dr. Hunter had ever compared 
his results in repeated miscarriages with those obtained from anti-syphilitic 
treatment. His own results in the latter had been very good, and he 
used the treatment whether the Wassermann reaction was positive or not. 

Dr. Hunter, in reply, said that regarding the. times of treatment he 
had used Kaufmann’s table. Unfortunately they had not been able to 
afford the huge doses used by Kaufmann. In his opinion menstruation 
tended to carry on so long as any hormones were secreted. He thought 
that secondary amenorrhoea was due to a sudden cessation of hormone 
production. His series of repeated miscarriages had not given any history 
of syphilis. In most of his cases there had been a history of scanty 
menstruation. He believed that diet was a very important factor. 
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MIDLAND GYNAECOLOGICAL AND OBSTETRICAL SOCIETY. 


A meeting of the Society was held in Birmingham on December 1st, 
1936, under the Chairmanship of the President, Mr. A. B. Danby. 


Dr. D. A. MircHELL (Bath) read a paper on 


Lert ILt1ac Fossa PAIN IN WOMEN 


He drew attention to the fact that iliac fossa pain was commoner on the 
left side than on the right, and was most often due to gynaecological con- 
ditions. In many cases the uterus was retroverted. Movement of the 
body of the uterus to the right produced the iliac pain by stretching the 
broad ligament. The operative findings were retroversion of the uterus, 
often with subinvolution; there was prolapse of the ovaries with adhesions, 
and varicocele of the left ovarian veins. The mesentery of the pelvic colon 
was thickened at the point where the peritoneum of the left broad ligament 
was reflected at the brim of the pelvis onto the colon. There was con- 
contraction at the outer end of the left broad ligament causing the pelvic 
colon to lie over the fimbriated end of the Fallopian tube and over the left 
ovary. Dr. Mitchell held that Lane’s ‘‘first and last kink’’ was, in many 
cases, secondary to the condition of the broad ligament. 

Treatment should, therefore, be directed to curing the gynaecological 
condition, rather than by interferring with the mesentery and peritoneal 
bands and folds, which were a protective mechanism. In addition, the 
varicocele was a frequent cause of pain, and the importance of dealing with 
this lesion was emphasized. The prevention of these conditions was next 
discussed and stress was laid on the importance of post-natal exercise of the 
muscles of the pelvic floor and the prevention of subinvolution by the pre- 
natal administration of quinine. 

Mr. LocuHRANE (Derby) spoke of the importance of an element of neurosis 
in cases of left iliac fossa pain, but agreed that in some the cause of the pain 
was mechanical. He had occasionally produced permanent relief by the 
division of ligaments and bands. 

Mr. MASLEN JONES (Wolverhampton) said that he had found the use of 
a pessary very useful in deciding the importance of the retroversion as a 
cause of pain. He wondered if it was justifiable to open the abdomen in 
doubtful cases of varicocele. 


Mr. C. D. LocHRANeE described a case of 


HyYDRAMNIOS WITH FOETAL DEFORMITIES INCLUDING SPINA BIFIDA 


and showed radiograms. The pregnancy, in a multipara, was normal until 
the thirty-second week; by the thirty-fourth week pressure symptoms had 
developed. The amniotic cavity was tapped abdominally and five pints of 
fluid were withdrawn. 

Four days later X-ray photographs were taken and it was seen that there 
was anencephaly with extensive spina bifida. Mr. Lochrane raised the 
queston of the maintenance of pregnancy by tapping in cases of hydramnios 
with pressure symptoms. 
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Dr. MircHELt said that he had at one time tried to induce labour by 
withdrawing amniotic fluid by abdominal paracentesis, but had had no 
success. 


Mr. PHILIP J. GANNER (Birmingham) showed the uterus from a case of 


UNuSUAL ANTE-PARTUM HAEMORRHAGE, 

The patient was a multipara aged 40 years. She was admitted to 
hospital at the twenty-eighth of pregnancy with symptoms of toxemia and 
severe ante-partum haemorrhage with the passage of vesicles. On admission 
to hospital she had signs of concealed haemorrhage and, in addition, the 
placenta could be palpated through the os. Following blood-transfusion, 
hysterectomy was successfully performed. On subsequently opening the 
uterus a foetus of about 28 weeks’ development was found. The placenta 
praevia was central in position and showed hydatidiform changes with 
invasion of the uterine wall. There was also some blood-clot between the 
membranes and the fundus of the uterus. 


Miss B. M. WiLLMorr (Birmingham) showed 


A PEDUNCULATED TUMOUR REMOVED BY SIMPLE EXCISION FROM THE 
POSTERIOR VAGINAL WALL 
of a patient aged 39. Microscopic examination proved it to be a fibro- 
sarcoma. There had been no recurrence in 18 months. 


Mrs. BERTRAM LLoyp (Birmingham) showed three specimens. 


The first was 
A DousBLe UTERUS CONTAINING NUMEROUS SMALL FIBROIDS 


which had been removed from a married multipara aged 45. 


The second was 
‘ A UTERUS CONTAINING MANY LARGE FIBROIDS AND A 
PREGNANCY OF EIGHT WEEKS’ DURATION. 
The mass weighed 13's lbs., and had been removed from a primigravida 


aged 36 years because of symptoms of pressure on the diaphragm. 


The third specimen was 
To ILLUSTRATE THE TRAVELS OF A GRAFENBERG RING. 

The ring had been inserted by a general practitioner. Ten months later, 
following a fortnight’s amenorrhoea, curettage was performed but the ring 
was not found and it was assumed to have been passed without the patient’s 
being aware of it. The curettings showed chorionic villi and were sus- 
piciously like early chorionic carcinoma. She was kept under observation; 
eight months later she developed abdominal pain with continuous loss and 
tender mass was felt in the fornix. Laporotomy was performed and the 
Grafenberg ring was discovered in the peritoneal cavity in the region of the 
right ovary. The uterus and appendages were removed. 
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THE EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the Edinburgh Obstetrical Society held on January 13th, 
1937, with the President, Dr. DouGLas MILLER, in the chair. 

Professor JAMES HENDRY, of Glasgow, and Professor DuGALD Barb, of 
Aberdeen, read a paper on 


THE TREATMENT OF PLACENTA PRAEVIA. 


The opinions expressed at a meeting of the Society in 1925, when the 
same subject was discussed, were first reviewed. Caesarean section was 
then thought suitable for a few hospital cases, but vaginal methods of 
controlling haemorrhage and effecting delivery were given first place, and 
no reference was made to the importance of making up the patients’ 
blood-loss. 

From consideration of large series of cases collected by various workers 
there appeared to be a uniform international standard of maternal mortality 
for this complication in the neighbourhood of seven per cent. Limited 
series had been reported showing a much lower mortality, and the speakers 
felt that much better results could be obtained. 

A series of go fatal cases of placenta praevia occurred in the Glasgow 
Royal Maternity Hospital within the period 1925 to 1934. Death was due 
to haemorrhage in 54 cases, and to sepsis in 36 cases. Two groups were 
recognized: (a) those arriving in hospital in good condition, and (b) those 
arriving in poor condition. The mortality was higher in the latter. It also 
increased with the degree of placenta praevia. The following recommenda- 
tions suggested themselves to the speakers. (1) If possible, every case of 
placenta praevia should be dealt with in a maternity hospital or well- 
equipped nursing home, but a blood-transfusion should be given in the 
patient’s own home before she was removed if she was already collapsed : 
for this purpose a mobile blood-transfusion unit should be organized. 
(2) The importance of warning haemorrhages should be more fully appre- 
ciated. (3) All cases of ante-partum haemorrhage should be examined 
vaginally only in circumstances which allow of efficient treatment being 
carried out at once, and then only by a person qualified to carry out such 
treatment. (4) The blood-loss must be replaced by blood-transfusion. 
(5) Caesarean section should be considered far more frequently, as it offered 
a very satisfactory form of treatment. (6) The successful treatment of 
placenta praevia required the co-operation of the general practitioner and 
the hospital staff. Were due attention paid to these points a relatively 
small number of cases need be classified as ‘‘unavoidable deaths’’. 

During the last six years 228 cases of placenta praevia were treated in 
Professor Hendry’s unit, with a maternal mortality of 2.7 per cent. For 
patients admitted in good condition when the placenta did not reach the 
internal os, puncture of the membranes was carried out. Occasionally in 
such a type, if bleeding had ceased and the child was very premature, 
expectant methods were sometimes adopted. When the placenta praevia 
was central, or the placenta partially covered the internal os, or reached 
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down to the edge of the internal os, Caesarean section was performed in 
practically every case, and expectant treatment was never considered. The 
number of cases treated by Caesarean section had risen to 64 per cent 
during 1936; the more frequent use of this operation had been made pos- 
sible by blood-transfusion, so that women arriving in poor condition could 
be safely operated on. An efficient blood-transfusion service had been 
established, most of the 200 donors living near the hospital. Vaginal 
packing had been discontinued, except in grave emergencies. Practitioners 
were encouraged to send all cases of ante-partum haemorrhage into hospital 
for diagnosis without themselves making a vaginal examination. A _blood- 
transfusion was given before any vaginal examination was made should the 
patient’s condition be unsatisfactory. Version was used only in eight 
cases in which the vagina had been packed before admission. Eighty-seven 
consecutive cases of placenta praevia had been dealt with on the lines 
described during the last two years, with only one death—a mortality of 
1.1 per cent; this death was due to giving incompatible blood. The foetal 
mortality in this series was 43 per cent; when version was used it was 81 
per cent; when the membranes were ruptured, 32 per cent; and following 
Caesarean section it was 30.2 per cent. A hundred women who had 
Caesarean section performed for placenta praevia more than two years 
ago were re-examined so as to estimate the end results. In go, no abnor- 
mality was found and their general health was good. In only three 
symptoms referable to the operation, probably due to adhesions, were 
present. Fifty-four of those patients had been sterilized, as many of the 
women were over 40 years of age and considered they had large enough 
families. Of those not sterilized it was calculated there was a sterility 
rate of 8.7 per cent. A group of women who were treated by vaginal 
methods in the same years as those who had Caesarean section were 
examined as to the end results. Fifteen per cent were found to be in poor 
health, and the sterility rate was calculated at 18 per cent, so that the end 
results of Caesarean section compared very favourably with those of the 
vaginal methods, and the commonly believed dangers of sterility and 
rupture of the uterus in a subsequent pregnancy or labour need not be 
feared. 


THE ROYAL ACADEMY OF MEDICINE IN TRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, January 
15th, 1937, the President, Dr. J. F. Cunningham, was in the Chair. 


A PAROVARIAN CySsT. 


Dr. D. J. CANNON presented a parovarian cyst which exhibited interesting 
features both from the point of view of differential diagnosis and treatment. 
A pre-operative diagnosis of a left parovarian cyst was made, althorgh 
the case presented features almost indistinguishable from those of a pyosal- 
pinx. As the distinction is vital from the point of view of treatment, Dr. 
Cannon thought that an X-ray examination of the sigmoid colon after the 
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administration of a barium enema would be of great assistance to him in 
making the differential diagnosis. 

He showed an X-ray photograph of the case in which there was a large 
filling defect of the lower third of the sigmoid colon. He contrasted this 
picture with an X-ray photograph of the distal part of the colon in a case 
of pyosalpinx. 

Laparotomy revealed a large cystic mass on the left side to which the 
small intestine was adherent. Having separated the bowel from the cystic 
mass, Dr. Cannon attempted to enucleate it from above in the usual manner, 
but failed to find a line of cleavage. Having amputated the uterus by a 
right-to-left procedure, he succeeded in digging out the cyst from below. 
There was no bleeding whatever from the bed of the cyst. The abdomen was 
closed without drainage and the patient made an uninterrupted recovery. 

The President congratulated Dr. Cannon on having so successfully carried 
out the operation in this case. He asked him why he had diagnosed a paro- 
varian cyst. He personally thought that it was very difficult to make a 
diagnosis between a parovarian cyst and an ovarian cyst. Sometimes paro- 
varian cysts were fixed, but ovarian cysts were also sometimes fixed. 

Dr. BETHEL SOLOMONS agreed that it was occasionally safer to tap the 
cyst and then to dissect out the wall, but in cases in which it was difficult 
to remove the entire sac he had not seen any harm result from leaving small 
portions in situ. 

Dr. R. M. Corset said he thought that the procedure in these cases should 
be governed by whatever was found when the abdomen was opened. Taking 
the tumour from the off side was an excellent procedure when one was in 
difficulties. 

Dr. EpwarpD Sotomons asked if any sections had been made of the cyst 
and said that it looked to him as if it might be malignant. 

Dr. O’DoNEL Browne said that he had no personal experience of marsu- 
pialization of the sac in cases in which parovarian or other cysts could not 
be successfully removed at operation, nor had he heard of this treatment in 
Dublin during the past 30 or 40 years. It was of interest to note that in 
the treatment of the many cases of full-time ectopic pregnancy reported _ 
from the various maternity hospitals, marsupialization had never been 
necessary. 

He also raised an important point in connexion with the second case 
which Dr. Cannon reported. Dr. Cannon had concluded from atypical symp- 
toms that the young woman was suffering from tuberculous salgingitis and 
had transferred her to a sanatorium for treatment. As there was no definite 
proof of tuberculous disease, such a step was not without very grave risk 
to the patient. 

Dr. CANNON, in replying, said that in this case the cervix was practically 
normal. He had not had any sections made, but did not think that the case 
was malignant. 


A CASE OF BILATERAL OVARIAN TUMOURS OBSTRUCTING A LABOUR. 


Dr. J. F. CUNNINGHAM showed specimens from a case of bilateral ovarian 
tumours obstructing a labour. 
A tumour inthe pelvis obstructing delivery is not a very uncommon 
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finding and many such cases pass unrecorded; this case, however, was un- 
usually complicated and is deserving of mention. 

The patient was 37 years of age, had been married about 12 years and 
had had six normal deliveries at term. Following her last confinement her 
menstruation was regular until her next pregnancy. Her last menstruaticn 
commenced on June 9th, 1935, and the pregnancy was uneventful. She had 
had no pre-natal examination. Labour started spontaneously on the evening 
of March goth, 1936. The pains were stated to be slight during the night, 
but became strong early next day. 

The patient was attended by a midwife. 

The membranes ruptured at 1.30 p.m. on roth March and some hours 
later the local doctor was called to see the patient. He immediately diag- 
nosed a gross abnormality and had the patient transferred by ambulance to 
the National Maternity Hospital, a journey of some 20 miles. 

The patient was thin and appeared rather under-nourished, but was other- 
wise healthy. She was then in strong labour and considerably distressed. 
Her temperature on admission was 98.6°F. and her pulse-rate 84. The foetal 
head was at the brim of the pelvis and the foetal heart was audible. On 
vaginal examination the os was found fully dilated, the membranes ruptured 
and the foetal head high in the brim with gross moulding. A large cystic 
tumour was present in the pouch of Douglas. 

A diagnosis of an ovarian cyst obstructing delivery was made and it was 
decided to empty the cyst per vaginam. On aspirating the cyst through 
the posterior vaginal wall, thick caseous fluid appeared and it was evident 
that the tumour was a dermoid cyst. A large cannula was then inserted, 
but the fluid drained away very slowly. When about a pint of fluid had been 
drained away the patient was again examined, but the tumour seemed as 
large as before. Meantime, the uterine contractions had remained very strong 
and the patient was becoming more distressed. As rupture of the uterus 
was considered imminent it was decided to open the abdomen, withdraw the 
tumour from the pelvis up into the abdominal cavity and remove it, while 
an assistant delivered the patient by forceps per vaginam, thus avoiding the 
risk of infecting the peritoneal cavity. 

On opening the abdomen, however, an oblique rupture about three inches 
in length was found in the posterior wall of the lower uterine segment. The 
rupture appeared to have been very recent as there was only a small quantity 
of blood in the abdomen. It is believed to have occurred while the patient 
was being prepared for operation. Caesarean section was immediately per- 
formed. The pelvis was then explored and bilateral dermoid tumours were 
discovered. The smaller of the tumours was about the size of a grape-fruit. 
Hysterectomy was performed with the removal of both tumours. The infant 
was delivered alive, with an excessively moulded head and survived only for 
20 minutes 

The patient made an uneventful recovery, and she was discharged from 
hospital 15 days after her operation. 

Dr. BETHEL SOLOMONS said that hysterectomy with the removal of the 
tumours was the only proper treatment in this case. He had several examples 
of large ovarian tumours complicating pregnancy in which it had been neces- 
sary to do Caesarean section before it was possible to remove the tumour. 
He believed that drainage in such a case was important. 
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Dr. R. M. Corset congratulated Dr. Cunningham on the excellent result 
he had obtained in this case, and said he had not the least doubt that it 
was correct to take away the uterus, which, in a case like this, was very 
liable to become septic. The percentage of subsequent ruptures in cases in 
which the uterus was left was relatively high. Recently he had seen an 
ovarian cyst complicating labour. It had been pushed up out of the pelvis 
and the patient had been delivered with forceps. The cyst was later removed. 
He had seen one case in which an ovarian tumour was removed by laparo- 
tomy and the baby delivered vaginally. 

Dr. O’DoNEL BROWNE said that he was interested to know that, although 
drainage had been established through the vagina, no untoward symptoms 
had followed. 

This is directly contrary to the reports of such cases as those repeatedly 
quoted by Professor W. Schiller of Vienna. In his clinic puncture of der- 
moid cysts through the vagina, with contamination of the pelvic tissues by 
the contents, invariably leads to chronic pelvic irritation and the formation 
of a sinus. 

The fact that dermoid cysts are more frequently found during preg- 
nancy than at any other time suggests, Schiller says, that in many cases 
they develop during the antenatal period. 

Dr. F. W. Doy Le asked if the patient had shown any signs of intra- 
peritoneal haemorrhage. 

Dr. CUNNINGHAM, in replying, said that he had drained the pelvis from 
below and from above. There was much oozing from all the pelvic tissues. 
There was a very slight discharge, more or less serous, through the 
abdomen, and a certain amount of pelvic discharge. He thought that this 
was a case in which there was no choice about removing the uterus. The 
whole danger in these cases was peritoneal infection, and if the uterus was 
removed, there was less danger of sepsis. If a case was perfectly clean witn 
a rupture then it was quite safe to leave the uterus. He personally did not 
believe that dermoid tumours developed during pregnancy. They often 
occurred in patients who had never been pregnant, and also apart from 
preguancy. 


Dr. D. J. CANNON showed 


A SPECIMEN OF UTERUS FROM A CASE OF METROPATHIA HAEMORRHAGICA. 


The patient was nearing the menopause. She gave a history of irregular 
uterine bleeding. The continuous ooze over a long period preceded by 
amenorrhoea was typical of metropathic bleeding. The right ovary showed 
the typical follicular cysts with absence of a corpus luteum and ripening 
follicles. The left ovary contained blood-pigment, apparently the remains 
of an old corpus luteum. The uterine mucosa, instead of typical diffuse 
stromal and glandular hyperplasia, exhibited a localized polypus with 
typical endometrial hyperplasia. With the exception of oedema of the 
stroma, the rest of the uterine mucosa did not show any stromal or glan- 
dular hyperplasia. The uterine mucosa at the fundus contained several 
large cystic spaces in the stroma of the endometrium in which the 
epithelial lining had fallen out on account of the oedema. If glandular 
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dilatations had originally been present they were confined to the basal layer 
of the mucous membrane and were not scattered throughout the entire 
endometrium lying side by side with the smaller glands, as is found in 
typical cystic glandular hyperplasia. The unusual endometrial changes in 
this case were contrasted with those of another case of metropathia 
haemorrhagica in which the uterine mucosa also showed a small polypus 
with typical stromal and glandular hyperplasia, the rest of the mucous 
membrane showing only stromal hyperplasia. These variations of typical 
endometrial hyperplasia are not due to varying doses of oestrin or folliculin, 
but to varying degrees of sensitivity of different parts of the endometrium 
to the stimulus of the follicular hormone. 


Dr. D. J. CANNON read a paper on 


HyYPERFOLLICULAR BLEEDING AND OTHER MENSTRUAL IRREGULARITIES. 


Epimenorrhoea or polymenorrhoea is but a symptom of the disease and 
Dr. Cannon suggested the term ‘‘hyperfollicular bleeding’ as appropriate 
for a condition in which, whatever be its cause, intense follicular activity 
is the characteristic feature of the ovaries. The presence of many cystic 
follicles in the ovary as well as premature ovulation and the occasional 
presence of more than one corpus luteum is an indication that hyper- 
follicular bleeding is fundamentally due to over activity of prolan A. 

On account of the inhibitory influence of insulin upon pituitary function, 
Dr. Cannon administered this hormone in all types of functional hyper- 
ioilicular bleeding with most gratifying results. 

Dr. Cannon then referred to non-ovulational menstruation, a study of 
which, apart from the instrinsic interest of the subject, may indicate 
another line of approach to the study of functional uterine bleeding, and 
may open up fresh possibilities for the treatment of sterility. 

When, in 1934, Novak emphasized the possibility of human menstrua- 
tion without ovulation, and urged this as the explanation of some cases of 
sterility, a miniature international discussion, to use his own words, was 
precipitated by Wilfred Shaw of London, who included in his criticism of 
Novak’s views such distinguished American investigators as Corner, Hart- 
man, Allen and others. 

The condition of the ovaries in the follicular or non-ovulational mens- 
truation by noting the absence of the secretory phase in the premenstrual 
endometrium, Dr. Cannon thinks that a view of the ovary through a 
laparotomy opening may suggest the proper treatment for the conversion 
of non-ovulational into ovulational menstruation. 

The PRESIDENT, in thanking Dr. Cannon for his extremely interesting 
paper said that he had devoted a great amount of time to the study of 
endocrinology. If one wanted to do research work there was still a great 
deal to learn about the ductless glands especially in connexion with repro- 
duction. He did not think that the case described by Dr. Cannon was one 
of metropathia haemorrhagica. He asked Dr. Cannon by what means it 
was possible to recognize the cases of non-ovulatory menstruation. 

Dr. O’DonEL Browne said that he considered Dr. Cannon deserved 
the very greatest praise for the interest which he had shown in the subject 
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of gynaecological endocrinology with particular reference to metropathia 
haemorrhagica and the various follicular ovarian hormonal derangements. 

The great regret was that Dr. Cannon invariably led the members of 
the Academy into a morass of his own speculation, out of which, although 
each individual member might feel he knew his own way for certainty, it 
was difficult to extricate oneself; and Dr. Cannon, himself, found his 
way out by a path at right angles to that by which he had entered. He 
did not mean to imply that Dr. Cannon’s work should in any way be 
belittled. His thoughts, though hypothetical, were original and it was a 
pity that he could not be given facilities to work expermentally, in order 
to put some of his views to practical test. 

Dr. Browne also paid tribute to the lead which was being given to the 
gynaecological world from the American schools. He found Dr. Cannon’s 
remarks on the use of insulin and the investigation of the anovulatory 
menstrual cycle concerning sterility of great interest. He quoted from his 
own experience in such cases, particularly with the use of the ovarian 
follicular and corpus luteum hormones. 

Dr. DovLe, in thanking Dr. Cannon for his very interesting paper, said 
that he was the pioneer of this particular subject in Ireland. He was 
especially interested in the subject of non-ovulatory bleeding, especially in 
connexion with the question of sterility. Drugs recommended were too 
expensive for hospital patients. He wondered if sclerosis of the ovaries 
was in any way concerned with amenhorrhoea. It was very difficult to 
know what procedure to adopt in these cases. Many of them yielded to 
treatment with iron, arsenic and calcium. 

Dr. Epwarp Sotomons referred to the psychological relation and the 
question of the sympathetic nervous system about the time of puberty, and 
said he thought there was no doubt that these were intimately connected. 
He mentioned an article which he had recently read recommending the 
treatment of hyperfollicular bleeding by infra-red rays, which produced 
stimulation of the corpus luteum. 

Dr. Cannon, in replying, said he had no doubt that the case he 
described was one of metropathia haemorrhagica. Such good work on 
endocrinology was done in America because the Americans separated 
gynaecology from obstetrics. The question of cystic ovaries was important. 
Resection of the ovaries in a case of metropathia haemorrhagica was not 
of much use, nor was it of much use in cases of hyperfollicular bleeding. 
Ovaries were frequently cystic because the pituitary gland did not function, 
and this produced a cystic condition. It was very necessary to be careful 
not to take away too much or too little. It was impossible to do any 
work on secondary amenorrhoea without facilities for special haematological 
and urinary examinations. Many of these cases were undoubtedly due to 
constitutional causes, but many of them could not be cured by constitu- 
tional treatment. 
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